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A CONTRIBUTION TO THE PATHOLOGY OF CHOLERA 


HEMENDRANATH CHATTERJEE, m.s. 
From the Department of Pathology, Carmichael Medical College, Calcutta 


PART I--THE GASTRO-INTESTINAL TRACT IN CHOLERA 


There is great deal of obscurity in the link be- 
tween the pathology of cholera described so far and 
its signs and symptoms. 

The dramatic and violent symptoms such as the 
repeated precipitous vomiting, the copious rice water 
stools, the great collapse and the lack of parallelism 
between these and the comparatively little or only 
mild changes in the gastro-intestinal tract make this 
disease a mysterious clinical entity. 


The outstanding fact which cannot be ignored is 
the presence of agglutinable comma vibrios in the in- 
testines and to a less extent in the gall-bladder. Thus 
from the cholera post-mortem cases in the Carmichael 
Medical College in 1935-36 numbering 85, the agglu- 
tinable cholera vibrios were cultured in 70 per cent 
of the cases from the intestinal swabs; in 60 per cent 
of the cases from the gall-bladder swabs and in 25 per 
cent of the cases from the mesenteric glands. From 
these cases about 80 per cent showed the vibrio from 
one or more sources. 

In sharp contrast to these are the post-mortem 
changes found in the small intestines and to a even 
less extent in the large intestines. There were mark- 
ed changes in only 30 per cent whereas in 50 per cent, 
the only change observed was a. congestion of slight 


degree and in the remaining 20 per cent the intestines 
were tu all appearances quite normal although many 
showed agglutinable comma vibrios on culture. 

tract inay be 


Thus the whole gastro-intestinal 


quite normal both to the naked eye as_ well as on 
microscopic examination. 

The changes observed in cases which show them 
may be described as follows: 

1. A pink velvety congestion of the portions of 
the small and large intestines. The congestion is of 
a rather evanescent type as the same is not seen after 
a few days in the museum specimens which have been 
mounted with ordinary preserving fluids. 

2. A peculiar swelling of the solitary lymphatic 
follicles of the large and small intestines. These en- 
larged solitary lymphatic follicles stand out like swol- 
len round or even like small buttons. The 
Peyer’s patches comparatively escape. Rogers (1921) 
has pointed out the enlargement of lymphatic nodules 
at the back of the tongue and pharynx. 


seeds 


3. A superficial necrosis of the mucous mem- 
brane and denudation of the surface epithelium. 
This change is often associated with active congestion 
of the intestinal wall including the mucous membrane 
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and the peritoneum. It is possible that this denuda- 
tion of the epithelium is due to disintegration and post- 
mortem change in some of the cases at least. Good 
Pasture (1923) may be quoted here: ‘“‘ Preparations 
from the intestine of an executed criminal, fixed with- 
in one hour after death, show many denuded villi, 
evidently the result of mechanical dislodgement’’ and 
again ‘“‘patients dying of cholera may lie in a mori- 
bund state with barely a perceptible pulse for some 
time before death. Under such conditions the active 
growth of intestinal bacteria, especially in the lower 
ileum and the presence of digestive enzymes in the 
intestinal fluid would seem sufficient to macerate the 
projected epithelial layer so that it may soften and 
fall away, thus admitting bacteria whose penetration 
and growth can no longer elicit an inflammatory res- 
ponse; it is not a part of the disease; it is the begin- 
ning of disintegration.” 

4. The dry appearance of the intestinal serous 
coat described in books on cholera is not seen nowa- 
days owing to the therapeutic saline infusions. The 
peritoneum might show a pink congestion and in very 
few cases an active congestion of the blood vessels. 


5. Very rarely an active inflammatory conges- 
tion with engorged blood vessels have been seen on 
opening the intestines. An ecchymosis and ulcera- 
tion of the intestines have been observed still less 
frequently. 


Microscopic EXAMINATION 


The peculiar congestion which gives a pink velve- 
ty colour to the intestines as can be seen at the post- 
mortem table is observed much less frequently in 
microscopic section. Apparently it disappears during 
the process of hardening and fixation. This conges- 
tion may or may not be attended with necrotic 
changes of the surface epithelium when examined 
under the microscope; a great congestion of the surface 
capillaries with a perfectly intact surface epithelium 
is the picture which may be seen in sections. 

This congestion is due to dilatation and engorge- 
ment of the minute capillaries of the intestinal wall 
and is a salient feature of cholera, but Atchley (1930) 
and Moon (1938) have described circulatory disturb- 
ances of this type under ‘ medical shock.’ 


It is limited more or less to the mucous membrane 
and submucous coat of the intestine; rarely the peri- 
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toneum might show the same while the muscular 
coats more or less escape completely. Inflamma- 
tory cells are conspicuous by their absence near these 
pink areas. 


The solitary enlarged follicles show a great pro- 
liferation of the lymphatic cells and several tiers of 
lymphatic nodules might be seen one above the 
other (Fig. 1), the whole elevation being covered b) 
the surface epithelium which may be normal. On 
closer examination when stained with iron-hematoxy- 
lin a large number of mitotic figures are seen in the 
lymphatic cells. 


The different parts of the gastro-intestinal tract 
show the above changes in the different degrees. 
They may be summarised as follows: 


(a) Stomach shows occasional congestion only 
or no change. 


(b) Duodenum same as stomach. 


(c) Jejunum may show very little. change in the 
upper part; shows the peculiar velvety pink colour 
mentioned previously; occasionally and much less 
frequently a denudation of the surface epithelium. 


(d) Ileum may present the above peculiar velvet, 
appearance but a more characteristic feature is 4 
marked proliferation of the lymphatic follicles, es 
pecially the solitary follicles. These enlarged lympha- 
tic follicles are not always necessarily congested and 
might show a normal colour on the post-mortem table. 
The Peyer’s patches are comparatively much less 
conspicuous. 


(e) Large intestine shows occasional congestion 
only but lymphatic proliferation may be found similar 
to that of the ileum. 


As has already been mentioned, ecchymosis or 
hemorrhagic ulceration of the large intestine is very 
rarely seen. 


The cytological consistency of the stools from the 
cholera patients also present peculiar features. A 
careful study by Maitra, Ganguly and Basu (1925) has 
demonstrated that pus cells are, as a rule, absent froin 
the stool of cholera patient—a fact which rather neg:- 
tives active inflammatory changes in the intestinal 
tract. The cells are usually the altered epitheliai 
cells of the small intestines with badly stained nuclei 
and very little protoplasm round them. They may 
be few in number but are invariably present. 
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Fic. 1. Section showing a solitary lymphatic node 
in the large intestine of a case of cholera. 

There is a marked proliferation of the lymphatic 
nodules. 


Mag. X75 times approximately. 


Fig. 3. Section showing the bone-marrow changes 
in cholera and a large number of eosinophil cells. 


Mag. X 750 times approximately. 


Fic. 2. Bone-marrow from the middle of the shaft 
of the femur from a case of cholera. 

Section showing a great dilatation of the normally 
collapsed capillaries:and marked congestion (a), there 
is also a marked leucoblastic reaction in places (b). 


Mag. X215 times approximately, 


Fig. 4. Section showing a lymphatic nodule in the 
bone-marrow of a case of cholera (a), the usual 
bone-marrow structure (b). 


Mag. X75 times approximately. 
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Fig. 5. Section showing under higher magnification 
the same lymphatic nodule of Fig. 4 showing the 
lymphatic cells and a dilated capillary (a). 


Mag. K450 times approximately. 


Fic. 7. Section of a liver lobule showing great 
dilatation and engorgement of sinusoids ; the central 
vein (a), the dilated capillaries with a large number of 
red cells (b), sinusoids of the medial one-third 
of the liver lobule showing comparatively much less 
dilatation (c). 


Mag. X300 times approximately. 


Engraved & printed by 
The Bengal Autotype Co., Cal. 


Fic. 6. Section showing a lymphatic node in the 


liver of a case of cholera ; a dilated capillary (a). 


Mag. X215 times approximately. 


Fic. 8. Section of liver showing dilatation and 
engorgement of the sinusoids, the red cells (a) lying 
within the lumen of the sinusoids bounded — by 
Kupffer cells. 


May. X650 times approximately. 
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Discussion 


It is rather a paradox that a disease with so great 
and violent gastro-intestinal symptoms should mani- 
fest so little inflammatory changes. The congestion 
which is present, is mostly non-inflammatory. It is 
due to the dilatation of the capillaries and is confin- 
ed more or less to the mucous membrane and the sub- 
mucous layer. 


Many other similar diseases of the intestines at- 
tended with violent purgation and vomiting, are 
always associated with inflammatory changes in the 
alimentary tract, viz., arsenic poisoning or food poison- 
ing. These cases are also associated with great col- 
lapse and signs of acute inflammation of the intesti- 
nal tract, viz., pus cells and red blood corpuscles in the 
stools. 


Good Pasture’s (1923) careful observations may 
be mentioned here. According to him the desqua- 
mation and necrosis of the intestinal wall, if any, must 
be regarded as a complication and not a part of the 
pathology of cholera. Good Pasture may be further 
quoted here ‘‘judging from the post-mortem ap- 
pearances of the intestines where evidences of their 


CONTRIBUTION TO PATHOLOGY OF CHOLERA 


Vou. VIII, No. 8 
MAY, 1939 


pathogenic nature should be most prominent the 
symptoms of cholera are induced by the production 
within the lumen of the small bowel of material which 
is absorbed through the non-ulcerated mucosa.”’ 


SUMMARY 

1. Agglutinable cholera vibrios are isolated from 
80 per cent of the post-mortem cases. 

2. Actively inflammatory and ulcerative lesions 
are not common in the intestines of cholera post- 
mortem cases. 

3. A peculiar capillary dilatation of the mucous 
membrane and submucous coat of the small and large 
intestines is a common feature. 

4. Hyperplasia of the lymphatic follicles is seen 
in many cases, especially the more severe ones. 

The microphotographs were prepared at the Car- 
michael Medical College. 

The informations about the cultural findings in 
post-mortem cases of cholera are obtained from the 
routine examinations of the cases which were carried 
out by Prof. C. C. Basu and Dr. H. Banerjee to 
whom the writer expresses his grateful thanks. 


PART II-HAEMOLYMPH ORGANS 


BoNE-MARROW 


The bone-marrow from the femur, tibia end 
humerus from 25 cases were examined. To the 
naked eye the marrow presented big areas of the dark 
red appearance although a white (yellow) structure 
might be seen here and there in the adult marrow. 
Under the microscope the changes observed form a 
very characteristic and constant feature. These 
changes consist of a great dilatation of the bone- 
marrow capillaries which are filled up with large 
number of red blood cells. (Fig. 2). 

Most of these capillaries are without any regular 
lining. So peculiar is this feature that one can al- 
most trace the course taken up by the red cells as 
continuous tracks filled up by them. Another re- 
markable feature is a comparative preponderance of 
the eosinophil cells in the marrow (Fig. 3). The 
average eosinophil count of the bone-marrow in the 
non-cholera cases of our series was 3-6 per cent where- 
as in the cholera cases it was 15-20 per cent. The 
above facts do not point towards the condition being 


latter case the 
bone-marrow response is quite different. 

There might also be a slight or moderate amount 
of myeloblastic reaction on the part of the marrow. 
This is not a constant feature (Fig. 2). The marked 
and pronounced myeloblastic reaction found in acute 
infections such as pneumonia, meningitis, etc. has not 
been seen by us in cholera. 

The capillary dilatation of the marrow, however, 
is very characteristic and constant. There might be 
a certain amount of capillary dilatation in the bone- 
marrow in epidemic dropsy, but the same greatly 
differs from the bone-marrow of cholera in that, (a) 
there is an associated cedema of the marrow, (b) 
eosinophilia is very much less pronounced or is absent 
in epidemic dropsy, and (c) the capillary dilatation is 
much less pronounced. Sometimes in acute inflamma- 
tory conditions, a certain amount of congestion 
of the bone-marrow is also seen; but in these cases 
the red corpuscles are always seen in regular capillary 
channels provided with a definite visible endothelial 


an inflammatory toxemia in which 
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lining. This is in great contrast to the picture found 
in ‘the bone-marrow of cholera where great masses of 
red cells seem to open up, as it were, the tracts of the 
closed channels which have no visible definite endo- 
thelium. 


According to various workers such as Doan, 
Sabine & Cunningham (1922), Drinker, Drinker & 
Lund (1922), the capillaries of the bone-marrow are 
known to consist of two varieties, viz., (1) the patent 
eapillaries lined with a regular endothelium and 
(2) the collapsed capillaries of Doan. In cholera the 
latter capillaries dilate remarkably and large dilated 
capillaries without any visible lining and filled up with 
red cells form a remarkable feature. 

Other features:—Occasionally we have come 
across specimens which show nodules consisting of 
lymphocytic cells. These nodules are surrounded by 
(Figs. 4 and 5). 


the usual tissues. 


Tue SPLEEN 


The spleen presents peculiar changes. It is 
soméwhat enlarged and palpable in practically a large 
proportion of cholera patients. Thus the average post- 
mortem weight of the spleen in adults in 50  conse- 
cutive cholera cases (in our series) was 199 grms.; 
the average of 50 consecutive non-cholera cases was 
160 grms., cases of malaria, kala-azar, congestive 
heart failure and cirrhosis of the liver were excluded. 
The enlargement is due to congestion which is also 
‘present in various other organs of the body. This is 
sometimes so marked that on cutting across a spleen 
of cholera, blood almost spurts out. The congestion 
is further associated with a marked increase in the 
lymphatic tissues so that on section the Malpighian 
bodies stand out somewhat prominently. - The charac- 
teristic splenic changes thus consist of a great engorge- 
ment of the red pulp, the white pulp more or less 
escaping and lymphatic proliferation. The large 
congested and hemorrhagic areas alternating with 
numerous collections of lymphatic cells form a very 
constant picture in the spleen of cholera. The general 
structural architecture of the spleen, especially the 
red pulp seems to be disorganised and rather made 
loose by the great engorgement of capillaries. 


It has to be stated, in conclusion that according 


to Crowell (1914) and MacCallum (1932), the spleen 
is not enlarged in cholera. 
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Tue Liver 


In contrast to the changes observed in the spleen 
those in the liver are comparatively less conspicuous. 
With the naked eye the liver may present a somewhat 
normal appearance or it might be congested here ani 
there. Pieces from the different portions of the liver, 
viz., the anterior and posterior parts of the left lobe, 
the anterior and posterior parts of the right lobe, and 
a piece from near the porta hepatis. were sectione: 
and observed. The changes, however, are inconstant. 
As a rule the portions from the under surface of the 
liver, viz., near the portal entry show a good deal o' 
sinusoidal congestion. Portions from the anterior 
parts of the liver, especially near the surface show 
more congestion than the posterior part. 

Microscopic examination shows a great dilatatior: 
of the sinusoids and their engorgement by red blood 
cells (Figs. 7 and 8). As a rule the outer and 
middle third of each liver lobule shows the above con- 
gestion. The medial third comparatively escapes un- 
less the congestion is very marked. The central veins 
remain more or less empty and it is unusual to see 
the congestion reaching up to the central vein (Fig. 
7). The congestion is just the reverse of what is 
seen in passive venous congestion in which latter case 
it starts from central veins. This again is more mark- 
ed immediately under the capsule of the liver and it 
is not rare to find marked congestion of a surface 
lobule and a perfectly normal lobule a small distance 
away. As has already been mentioned, only in a 
few lobules where the congestion was extreme, the 
red cells were seen to enter the central vein; some 
times this occurred in a thin stream of red blood cells 
which are seen to enter the central vein in a single 
file. It is seen that the most central portions of the 
liver sinusoids do not dilate and consequently there 
is a partial obstruction to the flow of corpuscles to 
the central veins. 

In the sinusoids here and there a polymorpho- 
nuclear cell as well as an occasional eosinophil cell 
is seen. The portal veins do not appear to be filled 
up or dilated. The congestion affects more or less the 
capillary sinusoids of the liver which dilate greatly. 

The red blood cells lie within the sinusoids and 
are separated from, the hepatic cells by the endothelial 
lining. In some sections those red cells can be traced 
back to. the tributaries of the portal vein from which 
they can be seen to enter the dilated sinusoids. 
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OTHER FEATURES 


Occasionally one comes across specimens of liver 
which show peculiar nodules of lymphocytic cells in 
between the lobules of the liver. 


Tue Thymus 


The majority of cases of post-mortem examina- 
tion, viz., 70 out of 85 cases examined showed a re- 
markable enlargement. Microscopically, the lympha- 
tic tissue was very abundant and Hassal’s_ cor- 
puscles, numerically conspicuous. The stroma was 
well formed and definite. The whole organ showed a 
somewhat congested appearance with amounts of 
capillary dilatation. The enlargement of the thymus 
irrespective of the person’s age can be said to be one 
of the most remarkable features of the post-mortem 
appearance of cholera. The enlarged thymus must 
have pre-existed as otherwise it is difficult to explain 
such a great proliferation of all the structures of thy- 
mus in so short a time, nay, within a few hours. 


MacCallum (1932) has also observed a similar 
enlargement of the thymus in his post-mortem exami- 
nation of cholera cases at Manila and states ‘‘ The 
thymus is enlarged in nearly every case.’’ 


Tue LympHatic GLANDS 


A very constant finding in cholera on the post- 
mortem table is the enlargement of the mesenteric 
glands. They are enlarged and are soft; the capsuie 
is somewhat tense and on section may or may not 
present a congested appearance. Under the micros- 
cope the blood capillaries are seen to be dilated and 
filled up with corpuscles, especially near the surface. 
The lymphatic follicles are prominent and the lymph 
sinuses are greatly invaded and filled up by the lym- 
phatie cells. The cellular structure mainly consists 
of lymphocytes which present a fair number of mitotic 
figures and sprinkling of eosinophil cells. 


In some cases the proliferation is so great that 
the lymphatic nodes can be hardly made out at the 
periphery of the gland. It has already been mention- 
ed that in about 25 per cent. of the cases examined, 
culture of agglutinable comma vibrios was obtained. 


It is thus a remarkable fact that certain lympha- 
tic structures show hyperplasia and enlargement. 
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Amongst these may be. included the solitary lymphatic 
follicles of the mesenteric lymph 
glands; the lymph nodes at the back of the tongue 


the intestines, 


and wsophagus; lymphatic nodes of the spleen; and 
the thymus gland. Nodes of lymphatic tissues are 
also seen in unusual situations such as the liver and 
that 
some other lymphatic nodules escape hyperplasia, viz., 
the Peyer’s patches of the intestine and the peripher- 


the bone-marrow. It is also a peculiar fact 


al lymphatic glands of the body. 


Discussion 


The tissues of bone-marrow are normally 
and in- 


very 


sensitive to acute inflammatory conditions 


fections. 


Therefore, although the symptoms and signs of 
cholera are very acute, the absence of commensurate 
myeloblastie reaction in the bone-marrow somewhat 
goes against the disease being an acute inflammatory 


condition. 


The pathology of the dilatation of the collapsed 
suggests that some 
histamine _ like Moon 
Leiber (1935) have observed a moderate degree of leu- 


capillaries of the bone-marrow 


substance is at work. and 


cocytic reaction after injections of histamine. 


My thanks are due to the Calcutta University 
for their grant of the Kalyan Kumar Mukherjee 
Scholarship under which further work is proceeding on 
the subject. 


SUMMARY 


1. In the bone-marrow of cholera cases the nor- 
mally closed and collapsed capillaries dilate and are 
filled up with red blood corpuscles. 


shows enlargement. There is a 


The lymphatic 


2. The spleen 
marked engorgement of red pulp. 
elements of the spleen show a marked hyperplasia. 


8. The liver shows dilatation of the sinusoids 


and their filling up by the red cells. 

The changes do not affect the whole liver uni- 
formly. One unusually sees apparently normal areas 
side by side with the congested areas. 

4. The thymus is seen remarkably enlarged in 
a good proportion of the cases. 
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5. There is a marked enlargement of the mesen- 
teric lymph glands with hyperplasia of the lymphatic 
structures. The enlargement of the solitary follicles 


have been already dealt with. 
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REORIENTATION OF THERAPEUTICS 


V. ISWARIAH, B.A., M.B., B.S., M.R.C.P.E 


a 


Medical College, Vizagapatam 


Periodic stock-taking is very often the mother of 
reorientation in politics, economics and science. One 
may say that the failure of the conservative sanction- 
ed and the adventurous modern methods of treat- 
ment of diseases is the call for reorientation in 
therapeutics. Twentieth century therapeutics is 
perhaps like Joshua leading the men to the promised 
land finding them at the spot where Moses started. 
This reorientation is partly of the nature of a revolu- 
tion and partly a renaissance. It is revolutionary 
when one thinks of deadly poisons of yesterday 
(cobra venom) in use to-day as a life-saving measure. 
Hahneman’s dictum similia similibus curantur has 
been amplified to mean judicious use of one disease 
to cure another. A carbohydrate taboo of yesterday 
for certain diseases becomes a high carbohydrate 
indication for the same diseases to-day. It is of the 
nature of renaissance since ancient and ‘archain’ 
ideas are reintroduced in the treatment of diseases, 
possibly in a new garb. 

I. Reorientation is necessary for the reason that 
the action of the therapeutic agents, drugs in parti- 
cular, on human physiology is an inconstant factor. 
Not that this fact was unknown to physicians of 
yesterday, but its wider recognition to-day tends to 
give a ruder shock to accepted things. It tends to 
shatter the very foundations of pharmacology. 
Professor Clark (1937) when dealing with the subject of 
variation in response to drugs observed that the extent 
of individual variation was constantly under-estimated 
because if an individual presenting an extreme of 
variation happened to be encountered in a small 
group, the result was apt to be discarded as an 
accident. To the pharmacologist this is an un- 
attractive subject as its existence constitutes a limita- 
tion of a rather annoying character to his stock in 
trade. It challenges pharmacology as a systematic 
science. The so-called allergism, intolerance or idio- 
synerasy is not a stray freak in drug action. When- 
ever it was possible to measure quantitatively or 


qualitatively the effects produced by a drug in a 
large population, an orderly distribution in variation 
in response was revealed. Select drugs in early 
days were capable of intolerance and _idiosyncrasy 
like quinine, arsenic, iodides, salicylates, etc. To-day 
we realise that almost any drug can behave atypically; 
to be more precise no drug could be uniform in its 
action on human beings. The following sentences 
are taken from a recent edition of pharmacology and 
therapeutics book which may illustrate the point. 
Describing the effects of the barbiturates as hypno- 
tics, says the author, ‘‘ The effect of a 
prompt but in some cases it is delayed. The sleep 
lasts for four to eight hours but varies with indivi- 
duals. The patient generally awakens refreshed but 
in many cases there may be a feeling of lassitude, 
vertigo and headache. Generally there are no un- 
desirable side effects, only in some cases the duration 


dose is 


of narcosis is prolonged. There is not much rise of 
accumulation with these drugs, but sometimes there 
is the accumulated effect.’’ Not that the author 
would prove an able tight rope dancer, but he fights 
shy of the fact that the drugs are not uniform in 
their action. Does not this demand a reorientation 
Dermato- 


logists tell us that the skin is an organ exceptional 


of our ideas of drug treatment of diseases ? 


in the intensity of its variation and sensitivity to the 
same drug. If other internal organs were equally 
sensitive, what difficulty will be experienced in deter- 
mining the therapeutics and lethal dose? Professor 
Sollmann (1930) with reference to this idea said that 
it was highly desirable that every physician should 
obtain his knowledge of therapeutic action of drug at 
first hand. He should utilise every case under his 
care for this purpose and conduct his treatment as if 
it were a critical experiment, the interest of the 
patient, of course, being paramount. 
will be greatly simplified if but one drug is used at 


a time. 


The conclusions 
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II. Reorientation in therapeutics is indicated for 
the reason that till to-day the relation of the drug to 
the mind was an absent or much ignored factor; 
Sir Maurice Cassidy (1936) in his review of medical 
progress declared that the recognition of the value of 
psychotherapy and of the importance of psychological 
factors in diseases is one of the most important 
advances of recent times. The value of suggestive 
therapeutics to-day is not a relic of the medieval 
It is a strictly scientific method of treat- 
almost every 


mysticism. 
ment, and is it not being used by 
physician to-day as the ‘personal influence’ and _ the 
‘faith in doctors and medicine?’ We may afford to 
ignore the scoff of the ‘super-scientific physician’ who 
goes by the strict-canons of physiology, pathology and 
pharmacology. Therapeutics in practice is not yet 


so scientific as many like to pretend. Hippocrates 
always spoke of the ‘Art’ of treatment and down to 
quite modern times, medicine was always referred to 


as an art. Robert Hutchison (1937) in an article on 
medical progress observed ‘One of the tendencies of 
the present day is to exaggerate the ‘ scientificness ’ 
(if.1 may use the term) of medicine.’ He further 
dilated on the dangers of this. By ‘scientificness’ he 
obviously had in mind apprehension of cognitive 
facts accurately by the senses, say, drug action on 
individual organs of the body. The more the action 
was freed and exempt from the capricious mind, the 
more it is scientific. Pharmacologists in testing the 
potency of adrenalin, to elicit accurate results destroy 
the brain including the medulla of the animal they 
experiment with. Brain and the medulla are dis- 
turbing factors.. How many a physician to-day in his 
therapeutic application treats a decerebrate human 
being forgetting or ignoring the effect of the thera- 
peutic agent. on the mind which in turn influences 
the organ below? Samuel Butler quoted by Hutchison 
said with much truth ‘‘A physician’s physiology 
. (cum pharmacology shall we add) has much the same 
relation to his power of healing as a Cleric’s divinity 
to his power of influencing conduct.’’ The great war 
established the truth of this in the realm of the 
spirit. To-day the revolution in the concept of treat- 
ment of diseases seems to establish the physical 
counterpart. The current ‘Neo-Hippocratean’ doc- 
trine emphasises the ‘individual’ or ‘constitutional’ 
medicine. Hutchison describes the doctrine as ‘‘EKach 
individual has a constitution with three aspects, 
anatomical, physiological and psychological, these 
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being integrated by the vegetative system and thie 
hormones. Disease is the disintegration of the 
personality. In daily practice constitutional medicine 
emphasises the difference between a ‘patient’ and a 
‘case’ and deprecates the purely ‘scientific’ approach 
to the diseases. In diagnosis it looks for syndroines 
rather than for cut and dry diseases, and seeks for 
remote causes for local effects above all it lays 
stress on the psychological aspects of diseases whet ier 
functional or organic.’’ White and Glendy (1{37) 
declared that cardiac neurosis has assumed almost the 
first place in cardiological practice. They further dis- 
cuss the frequent development of cardiac psyclio- 
neurosis in men who may or may not have approved 
heart disease. This they say is yet to be distinguislied 
from neuro-circulatory asthenia which is not regarded 
as a mental state. The ‘ ultra-scientific ’ cardiolovist 
will subject such a patient to innumerable cardiograins, 
pulse tracing, sphygmographic submissions, auscul(a- 
tory annoyances and percussing pestilences, 
mately to miss the point. Functional precordial pains 
are frequently traced to anxiety states. The ‘super- 
scientific’ cardiologist will be pestering the chest to 
surrender the secret. If no valid material 
coming he adopts the policy of ‘give the dog a bad 
name and hang it.’ Reorientation in therapeutics is 
therefore indicated may mean a_ bromide 
instead of a strophanthus or amy] nitras. Ingram (1937) 
in discussing the recent advances in skin diseases says 
in the very opening that the most significant «and 
steady advance in dermatology lies in the abandon- 
ment of the conception of eczema, psoriasis, lichen, 
seborrheic dermatitis and similar conditions as <dis- 
eases in themselves and the recognition of  thicir 
importance as expressions of general nervous meta- 
bolic or toxic derangement of the constitution as a 
whole. Hence he says that considerations of psyclio- 
logical make-up, and environmental influences hive 
become of serious moment in advancing dermalo- 
logical treatment. Does this not call for reorientation 
in therapeutics when time Lonoured salicylic ointment 
or, unguentum chrysarobin or lotio calamine cum 
carbonis detergens have got to give way for some- 

thing altogether different? 

III. Reorientation of therapeutics is indicated 
to-day as the medical man is rapidly becoming pyre- 
ventive minded. This sounds a conundrum but from 
a community point of view the implications are easily 
understood. Curative medicine concerns with indivi- 


ulti- 


is forth- 


which 
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duals while preventive with multitudes. The recent 
alterations in the medical curriculum throughout the 
empire and even outside are towards this end. The 
preventive-mindedness of medical men _ to-day is 
perhaps in obedience to the current medical doctrine. 
'he Hippocratean humoral doctrine of the early and 
the middle ages was displaced by the cellular doctrine 
of the middle 19th century till it was in turn replaced 
by the dominant bacterial note of the late 19th 
century. The bacterial theories erroneously ignored 
or underestimated the ‘soil’ with reference to the 
‘seed.’ The preventive-mindedness of to-day tends 
to restore the soil to its legitimate place. If the role 
of the ‘soil’ is grasped, therapeutics tend to improve 
the soil and aid nature to deal with the seed. When 
chemotherapy was first introduced, the agents used 
like arsenic, antimony, bismuth, quinine, mercury, 
ete., were expected to attack directly the toxic 
causative organism. ‘To-day the view is more towards 
aiding the body to produce antibodies (with or with- 
out the intervention of the  reticulo-endothelial 
system) to deal with the causative organism. At a 
later date perhaps the specificity of the chemo- 
therapéutic agent for diseases may be discountenanced. 
Why at a later date, are not the sulphanilamide, 
prontosil cum uleron therapy already revolutionising 
in that direction? Ehrlich’s conception of a specific 
key for a lock is receiving a rude shock in the master 
key that the sulphanilamide threatens to provide. 
The antibody that the soil or the system produces 
may not be specific for the specific disease capable 
of being provoked only by a specific chemothera- 
peutic agent. In using drugs in diseases therefore 
reorientation is necessary to view the drug as acting 
on the soil primarily and not on the known or un- 
known causative agent directly. Lord Horder (1937) in 
an address to a gathering of medical men on the subject 
of ‘Doctor on public happiness’ said that the medical 
man in future will deal more with physiology and 
psychology than with pathology. He will spend the 
time in keeping the fit fitter than the unfit fit. This 
reorientation is overdue, he concluded. 

IV. Reorientation in therapeutics is needed in 
the direction of assigning a more honourable place to 
physical agents as curative means. Some one said 
that therapeutics to-day is rapidly being drowned in 
its own excreta. This is true if therapeutics mean 
drugs. Physiotherapy is defined as the use of 
natural forces as light, heat, air, water and exercise 
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in the treatment of diseases. The oldest form of 
physical therapy is perhaps massage and hydrotherapy 
or healing waters. Light and heat have been subse- 
quently added as heliotherapy and diathermy, and 
during the past twenty years electrotherapy and 
radium have assumed considerable importance. With 
regard to hydrotherapy Col. Chopra (1937) is of the 
view that there are very few diseases in which hydro- 
therapy in some form or other is not capable of render- 
ing some service. In nervous diseases where medi- 
cinal agents are of so little avail, hydrotherapy and 
massage are of permanent utility for their sedative, 
tonic, antiphlogistic and effect. An 
eminent layman (those views demand some considera- 
tion for reasons not altogether sentimental) alleged 


recuperative 


to have opined ‘‘Hospitals are at best necessary evils 
in a society which has forgotten that the healing 
powers of nature are the only true remedy for all 


diseases.’’ (Mahatma Gandhi). 


V. finally reorientation in treatment of diseases 
and in medicine in general is imperative as the spirit 
in man (the diseased and the healer) demands it. 
Sir Aukland Geddes (quoted by Hutchison) said not 
so long back ‘‘ So many come to the sick room think- 
ing of themselves as men of science fighting diseases 
and not as healers with a little knowledge of helping 
nature to get a sick man well.’? How one 
to-day the return of the age of priesteraft, when the 
wily priest who was the healer of the body and soul 
at least recognised the existence of the soul in the 
body. If the ‘scientifieness’ which Hutchison referred 
is prevalent in his country, it is so fourfold in our 
country as ‘ultra-scientificness’ or to be nearer the 
truth as ‘ pseudoscientificness.’ At best we are but 
novices in the practice of the western medicine and 
the taint of the upstart is patently evident. The 
opportunity for the practice of the healing art is 
turned to ignominious pursuit of ‘scientific spirit’ in 
medicine. A physician talks of having done ‘fifty 
thoracoscopies’ and a ‘hundred double pneumo- 
thorax’ and a couple of hundred ‘lobectomies’ and 
such filth in all of which, the human element. is 
completely out of the picture. 
scientific skill the number _ of 


wishes 


A surgeon dishes out 
as evidence of his 
abdomens opened, brains removed, visceral trans- 
plantation and a host of others. ‘‘In my series of’’ 
in all of whose brags one cannot get a distant aroma 
of human charity. Charity is an attribute which a 
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medical man is expected to possess in an abundant 
measure. One is yet to hear of a medical man 
maintaining a record and priding on the number of 
occasions he had been disturbed in sleep or called 
away from games to give relief to a patient with a 
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choking pain, or dyspnea or a woman in labour. In 
the practice of the healing art the heart should warm 
the genius and not the genius wither the heart. 
Is it impossible to reconcile the old world charity with 
the new world efficiency ? 
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VESICOVAGINAL FISTULA 


M. N. SIRCAR, B.A., M.B., F.R.c.S. (Edin.), M.R.c.0.G. (Lond.). 
Professor of Clinical Midwifery, Medical College, Calcutta. 


This disaster, viz., the occurrence of a V. V. F. 
in connection with labour has been described from 
very ancient days. We read descriptions of it in our 
ancient Shastras. In recent times, evidence of the 
presence of V. V. F. has been discovered in the Egyp- 
tian mummies. In our own times, cases of V. V. F. 
are filling up the wards of our hospitals in such num- 
bers that frequently it is found impossible to accom- 
modate them and to treat them in the hospitals. 


For the present discussion, I have with me a 
record of a consecutive series of 100 cases treated 
under my care in the Eden Hospital attached to the 
Medical College, Calcutta, during the last five years. 
Most of these cases have been admitted from the out- 
patient department attached to the Hospital. Only 
a few have been referred to me personally by medical 
practitioners outside Calcutta or outside the Presi- 
dency of Bengal. In determining the factors respon- 
sible for the causation of fistula, we have had to rely 
mainly on the history of labour as given out by the 
patients. Such history, I may be excused when I 
say, has not been, very reliable or relevant. With 
reference to the etiology :— 


95 cases occurred after difficult labour; 3 cases 
occurred after trauma outside pregnancy and 


labour; 1 after radium introduction; 1 after 
surgical operation. 

It will be seen, therefore, that the majority of the 
cases occurred after labour. Of the 95 cases, 87 were 
primipare and 8 were multipare. I am sorry to sa, 
that I have no further detailed information as to the 
degree of parity of these later 8 cases. 


Tue PELVIS 


The pelvis of these patients were carefully 
measured on admission. The results were as 
follows :— 

Generally 
multi—2 cases. 


Ext. Conj.—6?” 
T. D. O.—3! 


Normal pelvis (practically); 
multi—3 cases (osteomalacia). 
Ext. Conj.—7}" 
T. D. 0.—3}” 
Flat Pelvis: multi —3 cases. 
True Conj.—3". 


contracted pelvis: primi—82 cases; 


average 


primi—5 cases; 


History or Lasour 


Most of these patients came under our care three 
to six months after labour. The labours have been 
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prolonged in many cases having terminated under 
on anesthetic with instruments. Under these cir- 
cumstances patients’ condition during labour can 
more easily be imagined than described. Details of 
the labour given by the patients have not been ac- 
curate or reliable. The following generalisations can, 
however, be made from a careful study of the history. 
Usually for the first 24 or 48 hours labour has 
been allowed to follow a natural course. Subsequent- 
ly with the appearance of stronger pains and conse- 
quent distress of the patient help has been obtained. 
This help in the beginning has been in most cases 
from the primitive midwife even in patients with res- 
pectable and financially sound surroundings. Inability 
and difficulty to pass urine has been noted to be 
present as a symptom in the majority of the cases. 
Indiscriminate catheterisation with questionable asep- 
tic measures has been done in most cases. In all 
cases there have been vaginal manipulations of all 
sorts by persons of all denominations beginning with 
the oil smeared naked and rough unclean fingers of 
a village dhai to the fingers of a medical practitioner. 
In my mind it appears that these indiscriminate vagi- 
nal manipulations do play an important and undesir- 
able part in the causation of fistule. I have had to 
deal with several cases of delayed and obstructed 
Jabour where no vaginal ‘fingering’, to use a common- 
place expression for want of a better one, has been 
allowed. In many such cases natural delivery of a 
still-born infant has taken place with a bad com- 
plete tear of the perineum, but no V. V. F. has 
occurred. Another medicinal measure has been res- 
ponsible to help the fistula formation, viz. the repeat- 
ed use of pituitrin by doctors or nurses. One is 
inclined to ask oneself the question why should vagi- 
nal interference tend to increase the chances of fistula 
formation. I would try to answer this question as 
follows: During the latter part of the first stage 
when the lower uterine segment is being stretched 
and pulled up, the bladder and the urethra are also 
being pulled up, because of their anatomical rela- 
tionship with portion of the uterus. The postero- 
inferosurface of the bladder, its neck and the adjoin- 
ing portion of the urethra are appreciably thinned 
out. The advance of the head into the pelvic cavity 
stretches the vagina and spreads out the ruge. Mani- 
pulation with fingers will cause denudation of the 
epithelium. Moreover when the head is occupying 
every available space, the introduction of even one 
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finger between the head and the surrounding body 
pelvis will tend to cause rupture in the stretched 
wall of the vagina and this rupture may break into 
the adjacent stretched wall of the bladder or the 
urethra. Even if an anatomical rupture may not 
occur, pathogenic organisms will get access into the 
tissues. These will subsequently cause necrosis of the 
tissues that are in a condition of ischemia produced 
by the pressure of the advancing head. Where in- 
discriminate catheterisation takes place, the stretched 
bladder and urethral lumina are injured by a cathe- 
ter, however soft it may be. If things are left to 
Nature, either of two things will happen. Frequently 
the presenting part will be pushed out with perineal 
tear or rarely the uterus will rupture and this, if not 
carefully and timely treated, will mean death. It is 
far easier and practicable to repair an extensive 
tear of the perineum than a V. V. F. Some patients 
even prefer death to a V. V. F. 


I have had the occasion to do several post-mor- 
tem examinations on patients who have been in ad- 
vanced labour and brought in a moribund condition. 
I can now remember at least five cases who died 
within an hour after admission into the Hospital. 
A regular post-mortem examination is not allowed 
by the public in Bengal. But custom demands that 
the mother should not be buried with the embryo 
and the request is often made to separate the two. 
Advantage was taken of this request and investiga- 
tions as to the conditions of the birth canal in ad- 
vanced labour were made. The usual findings have 
been :—- 


(1) The presence of excoriation in the epithelial 
wall of the vagina and hematoma in the vaginal 
wall and extreme attenuation and thinning of the 
wall at the places where hemorrhage has actually 
occurred. 


(2) In the bladder, blood stained urine has in- 
variably been found out. In the bladder mucous 
membrane petechial hemorrhage and actual submu- 
cous hematoma and extreme thinning of the muscle 
fibres have been noticed. 


The actual leakage of urine occurs after a mini- 
mum period of 3 days after labour, unless the bladder 
has been perforated by a sharp instrument used for 
a destructive operation on the fetus. This is very 
interesting. The bladder does, as it were, take some 
time before it reveals its misery. With the appear- 
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ance of incontinence bladder symptoms disappear. 
The constant drainage helps in the resolution of the 
cystitis. The puerperium is, as a rule, very stormy. 
There is always a massive sloughing of the vaginal 
wall. The degree of this sloughing determines the 
subsequent scarring and atresia of the vaginal wall 
and this ‘adds to the difficulty of the subsequent re- 
pair operation. 

In this series there were three cases of traumatic 
fistula. The history in each case is very interesting. 


Case. 1. This was a middle-aged lady of 39 years, 
mother of nine children. She had a miscarriage three 
days before the accident, when she was carrying five 
months. She went to the water closet and was 
squatting down in the Indian fashion to empty her 
bowels. There was a pot full of water with the spout 
pointing towards her external genitals. She fainted 
and dropped forwards, the spout entered into the 
vagina and damaged the bladder. She had a hole in 
the bladder which would easily admit two fingers. 


Case 2. This was a lady aged 23 years, mother 
of three children and pregnant for the fourth time. 
She went to a cinema where a very popular picture 
was on the screen. After the show, she was knocked 
by the crowd against the corner of one of the fixed 
chairs. 
running into the bladder. The pregnancy went up 
to full term and she was naturally delivered. The 
fistula has subsequently been repaired. 


Case 8. In this case a stick was pushed into 
the vagina. 

Radium Fistula. This is the only case of its 
kind that came under my care. We read of similar 
cases in continental and American literature. When 
I was away for study, I saw two or three cases 
in various clinics. Now that treatment of. cervical 
cancer is getting popular, we may perhaps get more 
cases of this type. It is not that I am looking for- 
ward to this, but it is worth while counting those who 
may have to use radium that such a possibility must 
be avoided at all costs. 


The next case was a very unhappy consequence 
of the use of a contraceptive. A patient had a 
Graffenburgh ring put inside her. She subsequently 
wanted to have the ring removed. The person to 
whom she went pushed the ring inside the uterus. 
To recover it from the uterus, he did a vaginal hystero- 
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She got a tear of the anterior vaginal wall 
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tomy. He removed the ring all right but left a hole 
in the bladder. 


Symptoms 


Constant dribbling of urine is the constant feature 
of the cases. Depending upon the situation of th: 
opening and its nature, viz., valvular or golf-hole lik. 
the patient may have various degrees of continenc: 
If there is a hole at the neck of the bladder, namely 
where the bladder joins the urethra, there is constai 
dribbling. In parous women with cystocele the urin« 
simply flows out. Due to this constant dribblin. 
the external genitals are always wet—the epitheliu: 
gets sodden and actual ulceration takes place. I) 
9 cases out of 100, there were R. V. fistule alon: 
with V. V. F. These patients’ lives are really ver, 
miserable. Most of these patients are poor. The 
are not properly fed and in spite of this inconvenience, 
most of them are engaged in their occupations wha'- 
ever that may be. It is very remarkable that witl 
out a single exception their general health is good. 
Such generalisation applies to the cases with fistul 
after labour. For obvious reasons it would not appl: 
to the case with a fistula after radium application o 
to the patient who had an injury with a spout of « 
watering vessel. 

The general health being good, they are good 
surgical risks. Quaint, when investigations are mad: 
of the urinary and blood conditions, everything i 
found to be normal in the majority of cases. Las 
year I came across a very unusual case. This was * 
Mahomedan lady who had a fistula after protracte 
labour. She was 80 years old. She had a fistul: 
at the neck of the bladder and the proximal 2/3 o 
the urethra had sloughed away. Three attempt: 
were made to effect a local repair. She stood thi: 
operations well and there never was a complication 
It was then decided to transplant the ureters. A 
blood investigation was made as also the urine wa 
examined. The blood examination showed 70 mgm 
of urea per 100 c.c. An X-ray examination of the 
urinary tract showed hydroureter on both sides, : 
right-sided hydronephrosis, enlarged kydney of th: 
left side and deviation of the bladder towards the left 
side of the midline. This case was unique. In th 
vast majority of cases, the renal function is not dis 
turbed and the anatomy of the urinary tract is no! 
disturbed. Several times we have come across case: 
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vhere patients have been pregnant and have carried 
the pregnancy to term with V. V. F. of a very ex- 
tensive type with the prolapse of bladder mucous 
membrane in which one may see the trigone 
tle urethral openings. 


with 


TREATMENT 


Repair of the fistula is and should be the most 
satisfactory treatment for this condition. In my 
experience, V. V. F. however small have never been 
known to heal after such palliative measures, ¢€.g., 
constant drainage of the bladder, local application of 
caustics and the use of urinary antiseptics. Some 
times attempts are made to stitch up a minute fistu- 
la without separating the bladder from the vagina. 
Good results have been reported. Without calling 
to question the authenticity of these reports, I am 
not prepared to believe them. A fistula, unless it is 
a very recent one after a clean surgical operation, 
however small it may look, must have a ring of 
fibrous tissue surrounding it. No healing of the fistu- 
la can be expected unless this dead fibrous tissue 
is completely removed. An apparently small hole 
in the vaginal wall looks much bigger when the fibrous 
tissue is dissected away. 


The 100 cases were treated as under :— 


1. Repair by the vaginal route (67 cases). 

2. Repair by the combined vagina] and intra- 
vesical routes (15 cases). 

3. Transplantation of ureter (18 cases). 


None of these cases were operated on immediately 
after the appearance of the fistula. After labour a 
minimum of three months was allowed to pass before 
an attempt was made to repair the fistula. Routine 
investigation of blood and urine were made before the 
operation. Wassermann reaction of the blood was 
tested in all cases. It has been found out in the Eden 
Hospital that most of the patients suffer from hel- 
minthie infections. For this reason, all patients 
get at least three doses of santonin and saline spread 
over a week. A normal saline bladder wash is given 
once a day for a week preceding the day of operation. 
Patients are put on a mixture with urinary antiseptics 
during this period. 

Sixty-seven cases have been operated on vaginal- 
ly. The maximum of six attempts have been made 
on three patients. Two of these cases were com- 
pletely cured, but the third one has still got a pin- 


VESICOVAGINAL FISTULA 


Vou. VIII, No. 8 
MAY, 1939 


Only one’ patient was cured after a 

On ‘an average, two attempts have 
Most patients have been put 
In a few 


point fistula. 

single attempt. 
been found necessary. 
in lithotomy position during the operation. 
cases, where the fistula was behind the 
or the pubic bone, a genupectoral position was found 
very satisfactory. No trouble was experienced by 
the anesthetist during the operation. The time taken 
for a single operation has been on an average about 
In a small number of cases, where 
much as 


symphysis 


45-50 minutes. 
extensive dissections 
three hours have been spent. I 
fibrous tissues. 


were necessary, as 
have followed the 
principle of dissecting out all This 
has been the primary object of the dissection. The 
bladder wall has been repaired first. In most of the 
cases a purse string has been found to be adequate, 
if the mobilisation of the bladder has been good in all 
directions. In all cases the first purse string has been 
strengthened by a second one taken more widely. 

No attempt has been made in any case to make 
the actual margin of the fistula round. A very fine 
silk-worm gut has been used in all cases done by 
this method, taking care that the suture material 
did not get into the lumen of the bladder. After the 
tying up of the first purse string a coloured fluid 
has been put into the bladder to test whether the 
bladder was water-tight or not. The second purse 
string has then been passed taking wider bites and 
the knot has been placed diametrically 
the front knot. Next suitable vaginal flaps have been 
constructed out of the ragged margins of the fistula. 
These have been united with interrupted catgut 
sutures. This has been the method of closing fistule 
no bigger than a 4-anna silver bit. If fistula repaired 
vaginally, but bigger than the size of a 4-anna bit 
purse string sutures have been found to be inadequate. 
To start with, extensive bladder mobilisation, a 
necessary preliminary, has not been practicable. 
Moreover, if too much tissue is taken up to make up 
the ‘‘‘mouth of the purse’’—there is bound to be 
sloughing of this mass of tissue on account’ of local 
ischemia. In these cases, I have tried to ‘‘Lembert’’ 
the hole in the bladder with interrupted fine catgut 
A second layer of Lembert sutures was 
passed to strengthen the first layer. Over this the 
vaginal mucous membrane has been sutured with 
interrupted catgut sutures. I have never used either 
ehromicized catgut or any other suture material. 
After the operation, the vagina has been kept dry 


opposite to 


suture. 
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very carefully. The bladder has always been kept 
at perfect rest. In most cases, an indwelling cathe- 
ter has been kept in the bladder. Where the neck of 
the bladder and the urethra have been involved, the 
presence of the catheter has interfered with proper 
healing. In these cases suprapubic drainage has been 
adopted with excellent results. The drainage of 
bladder has been kept for ten days. After this the 
patient has been encouraged and advised to pass 
urine frequently at intervals of two hours during the 
day and twice at night. The suprapubic drains 
usually closed up in six weeks’ time. In successful 
cases, patients have been found to be dry till the 
ninth day even when slight leakage is noted. If the 
patient remains dry up to the 10th day, a cure can 
be expected. Occasionally urine comes out from the 
urethra after coughing and straining due to the fact 
that the presence of a catheter so dilates the canal 
that a sudden increase of intravesical pressure leads 
to a temporary incontinence. 

In nine cases treated by the vaginal route there 
were multiple fistule. After the bigger fistula has 
been repaired, patients continued to wet their beds. 
A careful search revealed fistula in inaccessible corners 
of the vagina. In six others the fistule were so high 
up in the antero-lateral fornices that it was difficult 
to approach them by the ordinary vaginal route. 
Attempts were made to get at these fistule through 
the bladder. The bladder was opened into by the 
suprapubic route. A Thomson-Walker retracter was 
introduced. Visibility was usually poor, due to con- 
tracted bladder wall, it being impossible to keep the 
bladder distended with any fluid which leaks through 
the fistula. A green coloured stick is pushed through 
the vagina to locate the hole in the bladder. The 
hole becomes more accessible if the vagina is packed 
with gauze soaked in 1% solution of brilliant green. 
The bladder wall is dissected from the subjacent 
vaginal wall. The fistula is then closed with a purse- 
string of catgut, first the vaginal wall and then the 
bladder ‘wall. I succeeded in only three of these 
cases. The operation has been prolonged and diffi- 
cult. The suprapubic opening took a long time to 
heal. The percentage of success has been poor. I 
do not propose to attempt this method in any future 
case. 

Cases for transplantation of ureters have been 
selected with great care. This method has been ad- 
opted where there has been complete loss of the base 
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of the bladder with expression of the mucous mem- 
brane. In other cases fibrous incomplete stenosis 
of the vaginal canal has made it impossible to get » 

the fistule. Further, in many cases, the proxim: 

two-thirds of the urethra along with the neck of thie 
bladder had completely sloughed away. Plastic r- 
pair is out of question in these cases. The only wey 
is to abandon the bladder altogether and to devia‘ 
the current of urine to the other neighbouring chann 

of excreta, namely the rectum. The patient’s gener: 

condition has to be thoroughly investigated, pari - 
cularly with reference to her renal functions. I ha\e 
never attempted transplanting both ureters at tle 
same sitting. I have always transplanted them or 2 
at a time into the rectum strictly following Coffey s 
technique. Out of the eighteen patients 14 le t 
hospital cured, in the sense that they were dry. Tw 

patients died within three days after the operatic: 
from the transplantation of the second. One patie: 
died suddenly on the sixteenth day after the operatio 
apparently of pulmonary embolism. Another patieni 
died six months after discharge from the hospiti! 
when she miscarried a three months’ pregnancy. 

The operation demands careful observation o! 
certain important details. With increasing e»- 
perience, one finds it is not a difficult procedure. Bu' 
the remote results are not very satisfactory from th 
patient’s standpoint. She is usually very gratefii| 
when she leaves the hospital. But subsequently. 
this gratitude wanes a good deal. Most of th 
patients are in the habit of squatting down in thei 
hunches. In this position the thighs press agains! 
the adbominal wall and urine mixed with feces leak 
out, causing great annoyance to the patient. Sh 
might be engaged in cooking or doing household work. 
If this leakage occurs, she has to change her clothing 
Such experience, if repeated several times a day 
makes the patient’s life miserable and therefore on 
thinks that she is justified to be ungrateful. She doe: 
not compare the present condition to what was in th: 
past. She expected complete cure after having gon: 
through all the troubles and pains in connection wit! 
two major operations. I realize this mental stat: 
of the patients and am not very enthusiastic abou’ 
this method of treatment. I have not been able t: 
trace most of my patients after they left the hospital. 
It is only from a few, only 4, that I have been able 
to get this complaint. I have great suspicion abou‘ 
the chances of life of these patients. My patient 
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have been operated on only recently. This operation 
hes been in vogue in the Eden Hospital from the last 
fourteen years. Most of these patients are young 
and in the child-bearing period. One does not 
frequently come across them in hospitals. One or 
two have had Cesarian section within a year or two 
after these operations, but never afterwards. I am 
inclined to think not with good grounds, I am afraid, 
that after both the ureters have been transplanted 
into the rectum the patient is in constant risk of 
ascending renal infection and therefore death may 
be premature. 


Nine of these cases had a complete tear of the 
perineum. In eight of these cases, I repaired the 
complete tear first and then tackled the vesicovaginal 
fistula. My reason for so doing has been that stitches 
cannot be expected to take if they are constantly in- 
fected by the fecal matter. If the rectal wall is 
intact, the V. V. F. can be clearly repaired. Stitches 
in the posterior vaginal wall and the perineum can 
easily be kept dry by smearing them either with 
BIPP or Whitehead’s varnish. I have always used 
the former. An indwelling catheter even in a bladder 
with a hole will carry away most of the urine and 
keep the patient dry. In the ninth patient under this 
group, I did an iliac colostomy to start with. I then 
repaired the rectal tear but failed to get union. This 
patient was born with an imperforate anus and had 
very little perineum. I subsequently closed the 
colostomy and she is as miserable now as she was 
before with incontinence of feces and urine. I really 
do not know what can be done for these miserable 
individuals. 


Two unusual cases of V. V. F. require detailed 
description. In one case an elderly Anglo-Indian 
lady had radium put into the uterus and in the vagina 
for suspected carcinoma of the cervix. There was no 
definite pathological proof of the existence of cancer 
in the cervix. On the reappearance of vaginal bleed- 
ing, she had treatment with Chaoul’s apparatus. She 
discovered she was wet twenty-four hours after the 
application of Chaoul therapy. The hole in the 
vagina was very small. The surrounding tissue did 
not appear to be infiltrated either with malignant 
tissue or radium fibrosis. I, therefore, attempted to 
repair it. The result was very bad indeed. The 
tissues sloughed very badly. There was great consti- 
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tutional disturbance with high rise of temperature. 
Subsequently the site of the operation healed well, 
the fistula remaining just as it was in the beginning. 


The second case was tlie one where the fistula 
appeared after an operation. An anterior hystero- 
tomy was done to recover a lost Graffenburg ring from 
the uterine cavity. Two attempts were made, the 
latter one was successful. After the operation, the 
patient used to experience dyspareunia and never has 
got pregnant. 


CoNCLUSION 


It has always been thought that the commonest 
cause of the occurrence of V. V. F. is protracted 
and difficult labour. This has well been illustrated in 
this series of 100 cases. But if a patient is in long 
labour without any vaginal manipulation, vesical 
fistula do not occur so commonly. Vaginal manipula- 
tions with unclean and ungioved fingers and careless 
catheterisation are the immediate causes of fistule 
formations. Fistule from trauma are occasionally 
reported. Radium fistule are being reported frequently 
in these days when radium is used in many gyneco- 
logical conditions. 


If practicable, repair of the fistula by the vaginal 
is the best satisfactory treatment. The 
The suprapubic 
where the 


method 
bladder should always be trained. 
route of drainage is the most suitable, 
urethra is not involved drainage of the bladder by 
the natural route yields excellent results. Trans- 
plantation of ureters is really not a method of treat- 
ment for the fistula. It is a method which seeks to 
make the patient’s life less miserable. But in 
patients, who are in the habit of squatting down 
as is the universal Indian practice, the fecal stained 
urine has been reported to leak out and the patients 
have often complained of this incapacity. Intravesical 
method of repairing the fistule has not been successful 
in my hands. If a fistula is to be repaired by this 
route a surgeon versed in bladder surgery should be 
referred to. I have not been able to trace the 
patients. It would be very interesting to know about 
the labours after the repair of fistule. It is pre- 
sumed that after transplantation operation patient's 
expectation of life is definitely shortened.* 


*Read at the Scientific Section of the XV All-India 
Medical Conference, Meerut, 1938. 
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TRIGEMINAL NEURALGIA 
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Coimbatore 


The surgical treatment of trigeminal neuralgia, 
even in the best of hands, presents a difficult problem. 
Palliative treatment consisting of alcohol injections, 
seldom yields permanent relief. In an average success- 
ful case, the relief lasts for about 6 months to one 
year. Hence any operative treatment, which may be 
expected to deal with the trouble successfully and 
permanently, would undoubtedly be welcome to all 
sufferers from this condition. 


The rate of mortality in the late Frazier’s hands 
was less than 10 per cent. There were 35 cases in 
our series of which 22 had injections of alcohol and 
13 underwent the radical operation. 


ANALYSIS OF CLINICAL Facts 


As a rule the patients were sturdy and healthy 
and were good operation risks. 


Age—The average age, at admission, was 45 
years. The highest age was 76 and the lowest 28. 
There were 2 cases in the 3rd decade of life, 13 in 
the 4th decade, 7 in the 5th decade, 7 in the 6th 
decade, 5 in the 7th decade and 1 in the 8th decade. 
Thus the majority of patients are-between 40 and 
60 years of age and the disease is essentially a disease 
of late adults. 


Sex—28 were males and 7 females. Thus it is 
established that the disease is predominantly a 
disease of males in the proportion of 4 to 1 


Site of Neuralgia—22 cases were right-sided and 
13 left-sided. This is curious. Has the right-handed 
ness of the majority of people anything to do with 
this? Perhaps not. 


Duration of Symptoms—The longest duration was 
20 years and the shortest 2 months. The average 
duration was 4 years and 8 months. 


Distribution of Neuralgia according to the Nerve 
divisions—3 cases involved the Ist division alone. 


one case involved the 2nd division alone and 8 cases 
involved the 8rd division only. ist and 2nd weve 
involved in one case, 2nd and 8rd in 20 cases, Is', 
2nd and 3rd in one case, and in 6 cases the distri- 
bution was not stated. 


Treatment—Treatment was refused in 6 cases. 
Avulsion of the supraorbital nerve alone was done ‘: 
two cases of supraorbital neuralgia. Injection 
alcohol only was given in 22 cases and radical oper :- 
tion was performed in 13 cases. Of the latter, 8 he: 
undergone injections either immediately before « 
some months before. Of the 13 cases,-6 cases under- 
went operation in one statge and 7 cases in tw 
stages. 


RESULTS 


Both the cases of avulsion of the supraorbit: 


nerve were cured. 


Injection—Immediate successes 14 (64 per cent.). 
Immediate failures 8 (36 per cent). Remote failur:s 
are difficult to assess but five cases returned for subs: - 
quent injection or.operation. - 


Operation—Mortality 4 cases (30 per cent). This 
high rate is inevitable in a small number of cases. Then 
mortality in one-stage operation was 3 (50 per cent.), 
and in two-stage operation it was 1 (14 per cent.). 
But all the 3 cases in the one-stage operation died of 
primary shock. Hence in the two-stage operation 
cases, there was no immediate mortality. 


Though the temptation will be to finish tlic 
operation in a single stage, I consider, that in future, 
the single-stage operation should be an _ exception 
The single-stage operation should be reserved for 
minority of cases in which the amount of oozing is 
moderate and controllable. In most of the cases 
where the two-stage operation is performed, th» 
second stage is usually much less difficult than th: 
first stage. In intracranial surgery, which is expecte:i 
to take more than two hours, it is strongly advisab!: 
to attempt not more than one case. 


le 
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CASE REPORTS 


Case r. Mr. K., aged 36, male, was admitted on 6-2-25 
for left sided neuralgia of 10 years’ duration. Ten years 
ago, the patient had severe toothache of the central molar 
on the left side of the lower jaw. He consulted a dentist 
who pulled out the tooth. The pain grew worse after the 
operation and has gradually increased in intensity. The 
pain comes in exacerbations with alternating periods of 
painlessness. During these periods he had insomnia. The 
pain, the patient complained of, is of a stabbing nature and 
is distributed along the inferior dental nerve, in the ear and 
also in the temple on the left side. He is always rubbing 
the portion mentioned with his hand which gives him relief. 
Both on 10-2-25 and 17-2-25 alcohol injections were given 
with no relief. The first stage of the radical operation was 
done on 20-2-25. The notes of the 2nd stage of operation 
on 26-2-25 are: Hartley Krause operation—extirpation of 
the Gasserian ganglion 2nd stage. The margins of the gap 
in the skull further enlarged downwards as far as the infra- 
temporal crest. The zygoma was divided in 2 places and 
the skin flap firmly retracted downwards. The 2nd and 
3rd divisions of the 5th nerve exposed, followed up to the 
ganglion which was removed. The ophthalmic division was 
not identified. There was considerable oozing throughout 
from the middle meningeal and superior .petrosal sinus. 
Operation was done under rectal ether. Operation took 2 
hours and patient’s condition at the end excellent. A piece 


of gauze was placed between the dura and skull and brought 


out to the posterior end of the incision. The surface of the 
brain at the posterior superior margin and portion of 
superior temporal lobe was shaggy superficially and was 
easily wiped off with gauze. There was no escape of C. S. F. 
The brain pulsated and expanded nearly to normal size on 
removal of the spatula. The patiént absconded from the 
hospital on 13-3-25, but when last seen his wound had healed. 
The left orbicularis palpebrarum muscle was weak through 
division of its nerve twig in the anterior incision for 
division of the zygoma, neuralgic symptoms entirely cured. 
No eye trouble, e.g., ulcerations, anesthesia of the face. 


Case 2. Mr. K., aged 30, Hindu male, was admitted 
on 12-3-26 for a right-sided neuralgia, most marked in the 
infraorbital region. The pain, which began 4 years ago, 
first began in the right infraorbital region and was restricted 
to the same region at the time of admission. Any irritation 
brought on an attack or aggravation of the symptoms. One 
year ago he had two injections, one in the face, possibly 
alcohol, which relieved him for nearly 8 months. The pain 
began again 4 months ago and he had had another injection 
4 days previously. Still unrelieved he got himself admitted. 
Every 5 minutes he gets an attack which lasts for 2 
minutes. Alcohol was injected on 15-3-26. Pain recurred 
on 17-3-26. He was operated on 23-3-26 and the notes 
say:—‘‘ The zygoma was excised through a_ horizontal 
incision in front of the ear (excised as it splintered when 
chiselling). Right temporal circular incision. Trephine open- 
ing made and was enlarged with bone punch. The middle 
meningeal vessels were divided between ligatures. The 
2nd and 3rd divisions of the 5th nerve were indentified and 
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traced to their junction with the ganglion. Much oozing 
occurred from small rheningeal vessels, wound packed and 
incision closed temporarily. The second stage of excision 
was done on 26-3-26. The patient developed diarrhoea and 
broncho-pneumonia and died on 19-4-26, twenty-four days 
after operation. Section of the ganglionic tissue removed 
showed nerve and ganglionic tissue.’’ 


Case 3. Mrs. R., aged 46, female, was admitted for 
right-sided neuralgia on 18-4-26. On 21-4-26, 3 c.c. of 
absolute alcohol was injected into the Gasserian ganglion. 
This gave relief only for a year or two. 


The patient was again admitted on 9-9-30 for recurrence 
of the symptoms. Alcohol was injected on 10-9-30, but 
there was no relief. She was operated on 30-9-30 and the 
notes are: ‘‘Right-sided temporal craneotomy. Periosteum 
lifted up and dura raised and the 3rd branch of the 5th 
nerve indentified. The meningeal vessels caused much 
oozing. These were packed with gauze and incision closed. 
Operation to be completed at a second stage. On 3-10-30 
the wound was re-opened, the gauze packing under the brain 
removed. Oozing from cavernous and petrosal sinuses con- 
trolled with great difficulty. The apex of petrous bone was 
found bare of dural or ganglionic tissue. Dura was_ then 
opened to identify if possible the roots of the nerve. But 
this was extremely difficult on account of the oozing and 
the patient’s condition. Wound was closed. Rubber tissue 
drainage was put at the base.’’ On 6-10-30 the patient 
developed hemiplegia on the left side involving left arm, 
leg and left side of the face. The drainage tube was 
removed. On 9-10-30, there were slight voluntary move- 
ments present on the left fore-arm. Subsequently the 
paralysis improved and the patient could walk. Her mind 
was a bit confused. For two years the patient was occa- 
sionally seen in the streets of Tryacarl with a “ sthali’’ in 
her hand. 


Comment: In this case, at the 2nd operation it was 
found that the ganglionic tissue at the apex of the petrous 
portion of the temporal bone was found already removed 
at the first stage. - The uncontrollable oozing at the first 
stage was responsible for the non-recognition of this. The 
hemiplegia was transitory and due to the trauma of the 
retraction. 


Case 4. Mr. V., aged 35, male, carpenter by profession, 
was admitted for right-sided neuralgia in February, 1931. 
His mother is said to have been getting one-sided attacks of 
headache. History of gonorrhoea 15 years back. The trouble 
began 10 years back with a sensation of pins and needles 
over the right infraorbital region, spreading over the whole 
of the right side of the forehead, head and face, more over 
the upper facial region and temporal fossa than on the lower 
jaw. The sensation is one of tingling at first when it 
commences, becoming one of pricking pain towards the end 
of each attack. He has the same pain on the right side of 
the gum, more over the upper than the lower during the 
attack, with some burning sensation in the right eye. 


No pain in the tongue or ear of the same side or any 
twitching of muscles. The number of attacks used to be 
about 1o during the first few years lasting only about a 
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minute each time. But recent attacks are more frequent, 
coming on even once every 8 or 10 minutes and lasting for 
about 2 minutes. He has no pain on the left side of the 
face or scalp or behind the temporal fossa. The patient 
was a well-nourished man with nothing abnormal in all the 
systems. Locally there was discoloration of the skin over 
the right infraorbital region and right side of the forehead 
due to rubbing during the attacks. On 17-2-31, under rectal 
ether, Hartley Krause’s operation was done and the Gasse- 
rian ganglion was excised. Wound was closed without 
drainage. Wound healed by first intention and the patient 
was discharged cured, on 1-3-31. This patient’s Wassermann 


reaction was negative and microscopic examination of the 
ganglion removed showed ganglionic and nerve elements. 


The patient was again admitted on 2-5-35 for recurrence 
of the pain in the right side of the forehead and cheek. For 
the past one year the patient had had severe pain on the 
right side of the cheek inside the eye and forehead which 
lasted for one or two minutes. For 5 or 6 minutes after 
each attack patient was free. Movements of the mouth or 
swallowing started the attack. During the attack even a 
breeze or the slightest movement increased the pain. Pain 
was of a burning and stinging character. 


Local Condition: ‘‘There is a depression on the tempo- 
ral bone. An operation scar extends from the outer part of 
the orbital rim upwards ; Temporalis and masseter muscles 
on the right side are wasted. Sensation is diminished on 
the right side from zygoma to the lower border of the 
mandible and from the tragus to over a small part of the 
lateral side of the nose. Conjunctival sensation is present. 
Pin prick is not felt over the anterior portion of the right 
side of the tongue and cheeks. On 15-5-35, avulsion of the 
supra and infra orbital nerves at the supra and infraorbital 
foramina on the right side was done. Patient felt relief 
from pain and was discharged on 28-5-35. 


Discussion: This case is remarkable in many respects. 
Its symptomatology is typical and hence we have reproduced 
the history in full. Secondly this is the first case in our 
experience when a mild recurrence has taken place after a 
radical ganglionectomy confirmed by section of the material 
removed. 


Wilfred Harris (1932) in his observations on the treat- 
ment of trigeminal neuralgia writes: ‘‘ The longer my experi- 
ence the more I feel convinced that there can be no guarantee 
against eventual recurrence of neuralgia unless there is pro- 
duced total and permanent trigeminal anesthesia. It is true 
that many cases go free for a great many years with much 
less than total anesthesia and others may be permanently 
cured, but so long as there is some conduction of sensation 
on either side of the two lower divisions and even of the 
ophthalmic division, the possibility of recurrence must be 
reckoned with. Hutchinson’s operation of leaving intact the 
inner portion of the ganglion, originally an unintentional 
omission of removal of the whole ganglion which he set out 
to do,. but afterwards repeated as his usual method, left 
norma] sensation over the first division, thus avoiding the 
risk of keratitis.. I have met with three cases thus opetated 
op in which ‘recurrence of the neuralgia appeared from two 
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to ten years afterwards. Similarly for the fractional root 
resection method as elaborated in America and advocated by 
Mr. Jefferson, though the majority may tufn out to the 
permanent cures, yet I feel sure that recurrences will be met 
with and a second operation for the recurrence of neuralgia 
is likely to be far more difficult than the first. Of Dandy’s 
200 cases operated on by the subcerebellar route 3 recurrences 
were noted, and I observe that Cushing in his remarks at a 
meeting of the American Neurological Surgeons in the dis- 
cussion on Dandy’s paper, stated that he himself still prac- 
tised resection of the entire root.”’ 


Case 5. Rev. Mother A., aged 57, European female, was 
admitted on 30-12-31 for right-sided neuralgia of three years’ 
duration. 


The patient gave a history of having had a canine 
tooth removed from the right side 9 years ago. Three year: 
ago her grinders, upper and lower on the right side wer 
removed without relief of pain. Pain was of an excruciat- 
ing nature over the lowet jaw and side of the nose on the 
right side and inability to open the mouth during the 
attack. On 31-12-31, 3 c.c. of alcohol was injected into 
the ganglion with no relief. She was operated on 8-1-32 and 
the notes say: ‘‘ Hartley Krause’s operation. There was 
the usual amount of trouble with hemorrhage. The 2nd 
and 3rd divisions of the nerve were divided at their entry 
into their foramina. The roots with the ganglion excised 
Towards the end of the operation blood pressure dropped, 
otherwise condition was good.’’ On 18-1-32, it was noted 
that there was complete anesthesia of the right side of the 
face and tongue and ptosis of the right upper eyelid. Patient 
was discharged cured on 3-2-32. 


Case 6. Mr. G. S., aged 32, male, was admitted on 
11-4-33 for right-sided neuralgia of about 3 years’ duration. 
On 13-4-33, 2 c.c. of alcohol was injected into the ganglion 
with immediate relief. The patient absconded from the 
hospital on 19-4-33. 


He was readmitted on 25-9-33 with the history that the 
injection gave him relief for only three months. 


The pain radiated from the right temporal region 
towards the whole right side of the face. The pain was 
paroxysmal, lasted for one or two minutes and was relieved 
by opening the mouth for a’ while. The nature of the 
pain was like that of a pin-prick. When there was no pain 
he experienced twitchings of the facial muscles on the right 
side. There was no history of lachrymation on the affected 
side. There was no sign of anesthesia or paralysis on the 
affected side. Eye on the affected side was normal. Tongue 
was slightly deviated towards the affected side. No lachry- 
mation. The first stage of operation was done on 4-10-33. 
The notes say: ‘‘ Rectal avertin’ supplemented by ether. 
Frazier’s vertical incision, skull opened, opening enlarged by 
bone forceps. There was much hemorrhage from the diplce 
as well as dura, the middle meningeal vessel was plugged 
off and divided, the third division of the 4th easily came 
into view. The ganglion was located but there was so much 
hemorrhage that it was considered wise to leave the explo- 
ration for another day. Wound was temporarily closed. 
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7-10-33. ‘‘ Frazier’s operation, second stage. On _ re- 
opening of the wound there was very little hemorrhage but 
through the rent previously made in the dura there was 
continuous leakage of C. S. F. The ganglion was _ isolated 
and its roots indentified. The entire sensory root was 
divided and using this for grasping the ganglion the latter 
also was excised by scissors. Wound closed in layers.’’ The 
patient did well. The note on 12-10-33, the date of discharge 
““ Patient completely relieved of symptoms but is 


” 


was: 
childish, cries and wants to go home. 

Comment: 
2nd stage of 


There was very little hemorrhage in the 
operation. It is also noteworthy that this is 
the first case in which sensory root section was accom- 
plished here. The ganglion was also removed though it was 
not necessary to do so. 


Case 7. Mr. S., aged 32, male, was admitted on 16-8-33 
for left-sided neuralgia, of about eight months’ duration. 
In the left mandibular area there was pain which was 
paroxysmal and shooting in character. The first stage of 
operation was performed on 18-8-33. The notes are: ‘‘ Left 
trigeminal neuralgia. First stage of excision of Gasserian 
ganglion, flap turned down, trephine opening made. At 
this stage there was much oozing from the meningeal 
vessels immediately underneath, stopped with difficulty by 
under-running the edge of the opening enlarged by bone 
nibbles. A small nick was made in the dura to let out 
C. S$. F. 


At the base of the brain there was much troublesome 
bleeding not only from the meningeal vessels, which was 
stopped by plugging the foramen spinosum, but also from 
some veins in the foramen ovale. As oozing would not stop 
with pressure a packing was left inside in situ and the 
incision closed, to be. reopened after two days. 20-8-33— 
Chloroform ether anesthesia. Wound opened up. There 
was considerable venous oozing. The second and _ third 
roots were cleared, the sheaths of the nerve incised and the 
ganglion removed in the lateral two-thirds attached to the 
2nd and 3rd divisions. To stup oozing from a meningeal 
vein gauze was packed into the floor of the skull and brought 
out. Incision closed.’’ The patient did well, except for a 
slight wound sepsis and was discharged cured on 18-9-33. 


Case 8. Mr. E. European male, aged 47, was admitted 
for left-sided neuralgia on 23-7-34. An alcohol injection 
was given on the same day with relief. He was admitted 
again cn 22-7-35. The patient had a similar at! ex 7 veais 
ago and was treated off and on by the late Dr. Rangachary 
and the author. For the last two days the pain had 
been excruciating after food. ‘On 22-7-35, the 3rd division 
of 5th nerve was injected both by the lateral and anterior 
routes. There was no relief. On 24-7-35, injection was 
repeated through the left coronoid notch under novocaine 
anesthesia in which the patient located the seat of pain. 
There was no relief. On 24-7-35, injection was repeated 
through the left coronoid notch under novocaine anesthesia 
in which the patient located the seat of pain. There was no 
relief. The injections having repeatedly failed the patient 
was operated on 27-7-35 under avertin narcosis supplemented 
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by ether. Through a, semicircular incision on the left side 
after turning down the flap and temporal muscle, the skull 
opened, the dura detached from the base of the skull, the 
ganglion and the second and third divisions of the nerve 
identified, the latter cut and the ganglion excised. A small 
drainage tube was put into the corner of the incision.’’ 
Patient did not rally after the shock of the operation and 
died next morning. 

Comment. There is an advantage in the injection of 
alcohol under local anesthesia in that the patient will locate 
the particular site when the tip of the needle is gradually 
introduced. But it requires great fortitude on the part of 
the patient and the question of anzsthesia will have to be 
decided only with reference to the mentality of the patient. 
This patient was unfortunately the second case of opera- 
tions for trigeminal neuralgia on the same day. We consider 
it is always advisable to post only one case per day without 
any other encumbrances. 

Case 9. Mr. C., aged 64, male, was admitted for left- 
sided neuralgia on 18-7-35. About 4 months before admis- 
sion patient had an injury to the back of the head (occiput) 
caused by dashing against a pillar in his house. At the 
same .time. some chunam fell in his left eye. The pain 
started in the left eye, around it and also over the head. 
The pain was excruciating. Cold blasts at night and cold 
baths brought on the attacks. At first he had pain every 
3 or 4 hours but subsequently he had it every hour. All 
the upper molars, premolars and canines on both sides had 
removed by medical officers in Ananthapur and 
Patient had a cataractous left eye. 
An alcohol 


been 
Chidambarian Hospitals. 
His right lens had been removed for cataract. 
injection on 25-7-35 failed to give relief. On 27-7-35 he 
was operated and the notes are: ‘‘ Frazier’s incision. The 
skull was trephined. Opening enlarged. On detaching the 
dura from the base of the skull there considerable 
hemorrhage which could not be readily controlled. It was 
therefore packed and left for another sitting. 31-7-35—2nd 
stage. The roots of the 2nd and 3rd divisions which had 
been identified at a previous operation were divided and 
traced back to the ganglion which was excised. Wound 
closed without drainage. The patient did well and was dis- 
charged cured on 6-8-35. 


was 


Mr. A., aged 50, Hindu male, was admitted 
for right-sided neuralgia on 28-11-35. Patient had pain in 
the right half of the head and face for the last 10 years. For 
three months before admission, the pain was continuous. 
The right side of the face was very tender and the muscles 
were in a state of spasm. The jaw could be opened. An 
alcohol injection on 20-12-35 failed to give relief. Opera- 
tion was done on 20-1-36. The notes are: ‘‘ Frazier’s inci- 
sion. Temporal muscle flap reflected downwards, bone 
removed, dura incised and detached from the base of the 
skull. At this stage oozing was profuse, the space was 
therefore packed and flaps stitched back to be reopened at 
another sitting. General anzsthesia 27-1-36. On reopening 
the flaps there was very little oozing from the base of. the 
skull and after plugging the foramen spinosum, the middle 
meningeal vessels were cut and gave no trouble. The 3rd 


Case 10. 
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root was followed up and after dividing the dura horizontally 
the sheath of the ganglion was isolated and entered. The 
ganglion was then removed after first dividing its roots. 
Incision closed without drainage. Patient was discharged 
cured. 


There is no need for reporting the other cases as 
the 10 cases reported are typical in most respects. 


SUMMARY 

1. The clinical facts in about 35 cases of trigemi- 
nal neuralgia are analysed. 

2. It is a disease of aged adults. 

8. Males are affected more than females in the 
proportion of 4 to 1. 

4. Right side is more affected than the left 
roughly in the proportion of 3 to 2. 

5. The 2nd and 8rd roots are more frequently 
involved than any other combination. 

6. Alcohol injection into the ganglion is primari- 
ly successful in 64 per cent of the cases. The cure 
is short-lived. 
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7. Operation gives permanent cure. The two- 
stage operation is safer than the single stage. 


8. There was one case of undoubted partial 
recurrence. The problem of recurrence is discussed 
and it is considered that total or subtotal section of 
the sensory root should be the operation of choice. 


9. The author hopes there will be greater scope 
for the practice of neurological surgery in the future. 


CoNCLUSIONS 


My thanks are due to Lieut.-Col. M. M. Cruik 
shank, 1.mM.s., Superintendent, General Hospital 
Madras, for permission to use the case records, to th: 
registrars and their staff for their assistance in facili 
tating the findings of records and to my old chief, 
Lieut.-Col. Pandalai, 1.m.s. for his permission and 
invaluable help in the production of this paper. 


Owing to pressure of space some abridgement of this 
article was necessary—Ed. J. I. M. A. 
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AN ANALYSIS OF 19 OPERATED CASES OF GASTRIC AND 
DUODENAL LESIONS 


T. S. SHASTRY, Lirvt.-Cou., 1.m.s. 
Palamcottah. 


Nineteen cases were operated upon for various 
surgical conditions. The following tables are pre- 
sented :— 


TasLe I 
Age Incidence and Types of Lesions 


Gastric and Duodenal Cancer Perforation 
Duodenal ulcerand stomach Duodenal 
ulcer appendicitis ulcer 


Cancer 
Pyloric 


I I 


6 nike 
2 — 
4 —- 


TaBLe IT 
Type of Operation and Result 


Operation No. Relief Death 


Posterior gastro-jejunostomy 2 
Posterior gastro-jejunostomy and 
appendicectomy 3 
Partial gastrectomy and posterior 
gastro-jejunostomy (Poly’s) 
Partial gastrectomy and 
appendicectomy 
Partial gastrectomy and 
Moynihan 
Modified Esselberge disconnection 
and Bilroth II G. J. 





ANALYSIS OF CASES 


Tasce III 
Caste Incidence 


No. Cure Relief 


Muhammadans 5 5 
Hindus 14 8 
Total 19 13 


TABLE IV 


Occupation Incidence 


No. Cure Relief 


Weavers - 
Labourers 

Process server 

Beggar 

Shepherd 

Ryot 

Dhoby 

Total 19 


OPERATION NoTEs 


In almost all cases the ulcer was situated in the 
first part of the duodenum (anterior or anterosuperior 
aspect). In two cases there was thickening of the 
pyloric antrum due to fibrosis. In seven cases there 
was stenosis of the pyloric opening. In other cases 
it was not obstructed. In six cases there were 
adhesions to the pancreas. One case was a bleeder— 
very bad for ansesthesia—finally resulting in a cure. 


Post-OpERATIVE TREATMENT 
The following is adopted as a routine :— 


The patient is put in Trendelenburg’s position, 
for 4 or 5 hours after operation. Rectal saline with 
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glucose is given per rectum in drop method. After 
4 or 5 hours, he is put in Fowler’s position. Sips 
of water or glucose water are given every hour or 
two. Second day: sips of water with orange juice 
are given—mouth hygiene is attended to daily. 


Third day: Diet—barley water, diluted milk, 
orange juice and albumin water. 
Sixth day : two ozs. of rice is added. 


Ninth day: four ozs. of rice and bread 2 ozs. 
are added. Gradually the diet is increased. 


There were 5 fatalities in this series. 


In the other cases the following complications 
occurred and they were cured: 


(1) Coffee ground vomiting occurred in two cases. 


(2) Distension of abdomen. ‘‘Burst abdomen’’ 


occurred in one case. 


Slight sepsis occurred in two cases only. 


Distension of abdomen and _ hiccough were 
treated by eserine injections, passing of the flatus 
tube, stomach washes twice a day with hot saline, 
inhalation of lint. camphor co. 


REMARKS 


Most of the cases treated were between the ages 
of 31 and 40. Two cases of cancer were aged only 30 
years. 

Duodenal ulcer formed the major portion of the 
cases. Two cases of perforation occurred in duodenal 
ulcers only. Diet during the illness was mostly con- 
jee, coffee, and occasionally rice or rice cakes. Diet 
prior to illness was chiefly coffee or cold rice (boiled) 


TABLE V 
Relation of Pain to Site of Ulcer 


Pain 


Pain commenced immediately after food 


Pain commenced 20 minutes after food 


Pain commenced one or 2 hours after food 
Pain commenced 3 to 4 hours after food 
Pain commenced 4 to 5 hours after food 


Pain commenced after 12 midnight after food 


No. Site of Ulcer on Operation. 


2 Ulcer on the middle of curvature, and cicatri in D— 
adhesions and stenosis. 


Ulcer D,—adherent. 

Ulcer D,—adherent. 

Ulcer D,—Pyloric antrum. 
Ulcer D,. 


Ulcer proximal to pyloric ring and D.. 





SHASTRY 


in the mornings, rice, vegetables or meat in the day 
and night. 


FoLLtow up OF THE CASES 


A questionnaire was sent to the 13 cured cases 
regarding (1) their present health, (2) their power of 
digestion at present, (3) the presence or absence of 
symptoms for which they sought admission in the 
hospital and were operated upon. Replies were re- 
ceived from eight cases that they were quite healthy 
at present, that they are able to digest ordinary 
food taken by them and-that they are free from the 
bad symptoms that they were suffering from before 
operation. The letter sent to the case of cancer 
stomach operated was returned by the postal authori- 
ties as the man is said to have expired. 


The pathological report of this patient is interest- 
ing. A specimen of mesenteric gland showed second- 
dary spheroidal carcinoma. This case was readmit- 
ted in the hospital on 21-10-37 with the following 
symptoms—pain and swelling in the epigastrium just 
above navel for 2 months (4 months after operatio. | 
He was vomiting anything that he took. The vomi 
was fecal smelling. There was no free HCl in the 
fractional test meal. Evidently there was a second- 
ary growth and communication with the transve: 
General condition was not good. He refus 
palliative, and he yy 
on 5-11-37 at his te- 


colon. 
further treatment—even 
discharged from the hospital 
quest. 

The analysis of the other eight cases from who 
replies were received are shown in Table VI. 


TaBLe VI 


Condition for which operated. 


Duodenal ulcer Gastro-jejunostomy posterior 
Duodenal ulcer 
‘Gastric ulcer 
Duodenal ulcer 
appendicectomy 
Duodenal ulcer 
appendicectomy 
Duodenal ulcer and 
appendicitis 
Duodenal ulcer 
appendicectomy 
Medical treatment is not possible to our Indian 
poor patients as they do not conform to any diet 
regimen and do not stay long enough for treatment. 


ParTiAL GASTRECTOMY AND GASTRO-JEJUNOSTOMY 


The operation consists of making a short circuit 
between the pyloric end of the stomach and the upper 
end of the jejunum to allow the acil products of 
gastric digestion to pass directly into the small in- 
testine without traversing and irritating the duodenal 
ulcer—after excision of a portion of the stomach and 
detaching the pyloric antrum and closing the same. 

For duodenal ulcers, in the ordinary posterior 
gastro-jejunostomy operation, the acid products of 
gastric digestion still pass through the pyloric ring 
and over the ulcer and the operation does nothing 
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Nature of Operation. 


Gastro-jejunostomy posterior and appendicectomy 
Partial gastrectomy and gastro-jejunostomy 


Partial Gastrectomy and gastro-jejunostomy and 
Partial gastrectomy and gastro-jejunostomy and 
Partial gastrectomy and gastro-jejunostomy 


Partial gastrectomy and gastro-jejunostomy and 


Duration after 
. Operation 


If healthy 
and well 


Yes One year and fou 


months. 
Yes 
Yes 
Yes 


Two years. 
Two years. 


Two years. 


Yes One year and six 


months. 


Yes One year and thre 


months. 


Yes One year. 

in itself to lessen the excessive production of acid ! 
the stomach cells. Therefore the ulcers do not easi!. 
heal: but also ulceration of the stomach may occ" 
subsequently in consequence of undiminished acidi 
in the gastric juice. 


Whereas in the other operation (partial gastre 
tomy and gastro-jejunostomy) the function of pr 
ducing the anti-anemia factor is preservéd wh» 
about 2 to 8 inches of the pylorus nearest the ring 
preserved, and the -removal of 3 or 4 inches of tl! 
pyloric antrum removes the tendency to excessive ac 
secretion and ulcer formation. It does not allow t! 
acid contents of the stomach to pass over the ulce. 
Thus it allows the ulcer to heal quickly, and th.; 
physiological rest allows absorption of the redunda: * 
fibrous tissue in a few weeks. 





TREATMENT OF GASTRIC AND DUODENAL ULCERS 


D. R. DHAR, m.s., pv.t.m. (Cal.), M.r.c.p. (Lond.), ~ 


Calcutta 


It appears that these conditions are more fre- 
quent now in Bengal, at least than they were about 
a decade or so back. Whether it has got any relation 
to increased hurry and bustle of modern life and its 
associated constipation, improper dietary, greater 
worries and anxieties one cannot say surely, but that 
they do play some part in the greater incidence of 
these pathological processes, there is hardly any 
doubt, but how far a part these individually play 
none can say yet. 


These ulcers are more common in both the sexes 
between the ages of twenty and forty years. (Bal- 
four, 1933). Duodenal ulcers are much more frequent 
in comparison with gastric ones. Here is given some 
of the important diagnostic points of differentiation 
(Hurst and Stewart, 1929). But they are not abso- 
lute and may vary a little from person to person. 


The most constant symptoms to both these condi- 
tions are enumerated below, but besides these there 
may be gaseous eructations, nausea, heart burn, 
constipation, ete. Sepsis in the teeth, tonsils, gall- 
bladder appendix, lungs, etc., may be found in associa- 
tion and are very important contributory factors. In 
duodenal and prepyloric ulcers, fractional test meal 
shows acid curves of a climbing type. Occult blood 
encountered repeatedly in the stools on a proper 
dietary and when bleeding from teeth, gum, etc., are 
excluded in the absence of cancer, is highly suggest- 
ive of active ulcer, specially when other signs and 
symptoms are present. There may be the character- 
istie skiagraphic findings (Buckstein, 1930). Recently 
flexible gastroscopes (Schindler, 1935) are being used 
extensively to visualise these ulcers, but they are not 
without dangers, unless done by experts in the line. 
There is some experimental work on the production 
of ulcers by acids and other substances (Friedenwald, 
Fieldman and Morrison, 1933). Food deficient in ‘‘C’’ 
vitamin probably predisposes to the production of 
these lesions (Smith and McConkey, 1935), Over the 
diathesis we have very little control. 


The commoner complications of gastro-duodenal 


ulcers are, hemorrhage, perforation, localised abscess, 


perigastric or periduodenal adhesions, pyloric obstruc- 


tion, hour-glass stomach, rarely cancer and others. 


In discussing the differential diagnosis one should 


think of cancer, 


appendicitis, specially with a high 
calculus, gastric crisis of tabes, 


others. 


Gastric Ulcer 


Pain starts usually imme- 
diately to an hour or more 


after meals. 
Food intake 
pain, may be after a tempo- 
rary relief. 


increases the 


Vomits are and 
relieves the pain, so also do 
alkalies. 


common 


Hematemesis is more com- 


mon. 
Frequently the point of 
maximum tenderness is on 
the left of the middle line. 


Complete freedom from 


symptoms not so common. 


Test meal shows usually 
hypochlorhydria and _ the 
other usually found charac- 
teristic findings. 

Radiological findings may 
show the niche, slow empty- 
ing and other characters of 
hypotonic stomach tender- 
ness at suspected points 
while the screen examination 
is carried out. 
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gall-stones, cholecystitis, 


chronic 
appendix, renal 


gastric neurosis, and 


Duodenal Ulcer 


hour tc 
after 


Usually follows an 
three 
meals. 


hours or more 


Food may give some relief, 
at least for the time being. 


Not so common, even may 
be rare do not relieve, nor 


do alkalies. 


Melzna is more common. 


maximum 
more 


The point of 
tenderness is or less 
fixed and about half an inch 
to the right of a point mid- 
way between the 
process and umbilicus the 
usual position of the first 


portion of the duodenum 


xiphoid 


Common. 


Usually found hyperchlor- 
hydria is noted, and _ the 
step acid curve, etc. 
May show deformed and 
irregular duodenal cap, which 
may be be tender. Residue 
in ulcer crater. The normal 
duodenal cap is like that of 
a helmet. The stomach is 
usually hepermotile and 
quickly empties itself. 





JOURNAL 
I. M. AS 


TREATMENT 


As soon as the diagnosis is made, the patient 
should be made to rest in bed for at least four weeks. 
He should avoid cold and chills and keep himself 
warm. He may be allowed to be up and about for 
bathing and answering the calls of nature. 


The principles of treatment are to lessen the 
excitability of the stomach, to reduce its spasms, to 
lessen and neutralise the hyperacidity specially at 
night, to reduce the hypersecretion, to relieve the pain 
and other complications as they arise. Removal of the 
actual exciting factors such as irregular meals, con- 
stipation, unsuitable diet, night keeping, undue hurry 
at meals, too hot or cold food or drink, irritant abuse 
of tea, tobacco, alcohol, etc., and last but the most 
important of all, removal of septic foci. 

There are numerous methods of treatment evolved 
by different workers from time to time, only the few 
important ones will be referred to here. Most of 


them have the disadvantage of being too fussy and 
often impracticable for average Indian home and 


means. 

Von Leube Treatment. After the hemorrhage has 
ceased the plan of treatment laid down by Von Leube 
is good. In short, it is this. First the skin of the 
patient’s abdomen should be washed out with soap 
and warm water, bathed with warm sterile water, 
then by alcohol, and finally by one in five thousand 
hydrarg perchloride solution. A linen covered with 
five to ten per cent. boric acid ointment is placed over 
the abdomen and warm poultices applied over it day 
and night, every fifteen minutes. The linen of boric 
ointment should be changed daily, and the cleansing 
and sterilising bath repeated. 

This treatment is rather difficult to follow practic- 
ally so rigidly because of its numerous details. 
Instead of poultices repeated every fifteen minutes, 
they are given every two to four hourly and kept 
warm by oiled silk covered with high pads of cotton- 
wool or by electric thermopad where available. The 
poultice contains generally one-third flax seed meals 
and two-thirds bran. 

The effect of this form of therapy is the prompt 
relief of pain, pyloric spasm and hypersecretion. 
Healing is accelerated. Boas found that application 
of warmth promoted vasodilatation, hastening 
recovery. 
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Diet granted in Von Leube treatment was four 
to eight ounces of boiled milk, five times a day. 
Gradually by the fourth to the sixth day were added 
gruel, sago, rice, later on, soft boiled eggs, butte 
olive oil, cream, ete. 


Lenhartz: treatment. His principle in contras 
with those of most other clinicians, consists in uwp- 
keeping the nutrition and strength of the individual. 
Thus he starts with feeding of milk and egg bea‘ 
together soon after the hemorrhage is over. He gives 
frequent feeds of the above diet and uses bism 
subnitrate as the antacid. Complete rest in bed ‘ 
four weeks is enjoined, and an ice-cap applied ove 
the stomach for about a fortnight after the hemor)h- 
age. Gradually solids, such as soft boiled eggs, soft 
rice, mashed boiled potatoes are added. Fat is 
useful and is given according to indications. 


Sippy (1915) treatment and its modificatio: 
consists in giving three ounces of a mixture of equa 
parts of milk and cream from 7 a.m. to 7 p.m. 
hourly intervals. After one or two days, a soft boil: 
egg with a cream cracker biscuit, or bread and butter 
may be added to one of the forenoon feeds, thus 
gradually cooked rice, oatmeal porridge, one or tw: 
soft boiled eggs, one at a time a few ounces of cere:', 
say, two to four ounces at a time twice daily for t!« 
first few days, to be made more frequent later on, ‘s 
permitted. 

A powder consisting of ten grs. each of heavy 
calcined magnesia, and sodium bicarbonate alterna’ - 
ing with a powder containing ten grains of calciui 
carbonate and thirty grains of sodium bicarbonate | 
between the alternate feeds is given. After the las! 
feed at night every half an hour or so, four to five dos: 
of these powders are given until the stomach contairs 
no food as is ascertained by occasional passage of tlc 
evacuator. Calcined magnesia and calcium carbona'e 
have four and two and a half times antacid power 
respectively as compared with that of sodium bi 
carbonate. Belladonne, olive oil, etc., are used too. 


But the recent ideas seem to show that too gree‘ 
proportion of sodium bicarbonate in these powders i: 
not suitable due to its stimulating after-effect on the 
secretions of the gastric mucosa. Not only that, too 
much sodium ions when absorbed probably tends to 
cause increased acidity. This point will be discusse: 
later on. Oxide of magnesia has got about four time 
its neutralising property as compared with that o! 
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TREATMENT OF GASTRIC 


sodium bicarbonate. Some of the patent antacids 
are keylene neutralon, alocol, etc. 


Practically all these methods have got their res- 
pective advantages and disadvantages alike. But for 
an average case the following modified method adopt- 
ed by the writer have been found useful and suitable 
for employment in average Indian homes. It is less 
fussy and somewhat practical. 


The patient should be put to bed and the 
abdomen kept warm and the chilling prevented by a 
simple binder of flannel or jute fiannel, or thick linen, 
or sheet of cloth. Unless he is in a very bad condition 
or just after a severe hemorrhage, he may be allowed 
to go for his normal toilet, etc. 


The patient is given a powder like the following 
half to one level teaspoonful. He may take it every 
hourly alternating with either milk and barley or 
milk, egg, and gruel or barley beaten together. 
Generally the proportion of milk and barley is one 
pint of milk to a quarter pint of barley water. This 
barley water or gruel tends to make the milk curds 
finer. To a pint of hot milk are added two raw eggs 
and beaten well in conditions of weak state and mal- 
nutrition in the patient. About four to eight ounces 
of this milk mixture is taken every hour alternating 
with the antacid aperient powder, with a little water. 
At night too, the patient should be made to get up 
and. take the powder and the milk mixture. 


Sodium bicarbonate 

Menthol we 

Puly. Creta Aromaticus 
Bismuth Carbonate 

Potassium Bromide 

Extract Belladonne Siccum . 
Magnesium Carbonate Ponderosus 


gr. 60 
gr. 8 
gr. 120 
gr. 120 
gr. 120 
» ore 
ad oz. 2 


One is not much in favour of adding sodium bi- 
carbonate to this powder except in small quantities on 
account of its acid stimulating after-effect, and also 
due to increase in the blood of the sodium ions which 
tend to augment the gastric juice. 


By this simple method and specially by the 
powder, mentioned above containing bromides and 
belladonnz which inhibit the formation of too much 
acid juice, the result is generally good. The dose of 
magnesium carbonate may be either decreased when 
there is: diarrhea and the proportion of bismuth 
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increased. In an average case the above antacid 
powder tends to cause diarrhea, hence more of bis- 
muth may have to be added to it. Alocol, an 
aluminium silicate, may also be added in two dram 
doses to the above powder. 


Along with this, one to two tablespoonfuls of 
olive oil may be given, specially when the above 
treatment is not enough to combat the hyperacidity 
completely. But as it is not pleasant to take, many 
workers advocate either cream or butter to be taken 
in suitable quantities, specially at night when during 
sleep there is a likelihood of missing the milk gruel 
mixture and the antacid powder for some time. Olive 
oil and these fats have got very important acid neu- 
tralising properties and that for longer time than is 
possible by milk and its preparations. 


Belladonne and Bromides. If the pain and dis- 
comfort are not materially relieved in a week’s time 
and in those cases where the risks of pyloric obstruc- 
tion is probable, one gives a mixture containing about 
ten grains of potassium bromide and five to seven 
minims of tincture belladonne every four to six hours 
or frequently, in addition to the above antacid 
powder. These are pushed just short of poisoning 
symptoms by belladonne. 


Night Secretion. In bad cases, where there is 
more than a few ounces of gastric juice at night, it 
is evacuated by the Senoran’s 
stomach wash twice at night at 10 p.m. and between 
3 to 5 a.m. respectively may prove effective. But 
to do this is a rather difficult problem except in the 
hospital. In private cases most of these conditions 
improve under the regime discussed above, specially 
if the patient takes the antacid powder and the milk 
mixture at night and also the belladonne und bromide 
mixture just before going to bed. 
fuls of some suitable fat keeps the acidity neutralised 


evacuator, then 


A few tablespoon- 


for sometime and is of special use for the night thus 
allowing the person some rest through sleep. 


Atropine. Those who do not improve under the 
above lines of treatment, may require at night before 
retiring, say, at 10 p.m. an injection of 1/100 to 1/60 
gr. of atropine sulphate subcutaneously. This is of 
special use in intractable cases showing increased 
secretion of the stomach at night. This often 
obviates the unpleasant task of washing out the 
stomach. 


-_— £73 — 








JOURNAL 
I. M. A. 


Vitamins. Vitamins A, B and C should be sup- 
plied in adequate doses, because the factor seems 
essential for the upkeep of the functional activity of 
the epithelium of the various lining membranes of 
the system, and C vitamin (Graham, 1936) when too 
much deficient may cause ulcers by undue fragility 
(Lancet, 1937) of the capillaries on the stomach wall. 
B Vitamin is also important on account of its effect 
on the maintenance of the tone of the involuntary 
muscles of the intestines. 


Diet. Milk is one of the best antacids and when 
mixed with some barley water or gruel, the curds 
become smaller. Eggs are more or less mild stimul- 
ants to the gastric secretion. Yet those patients who 
are undernourished and weak should have two raw 
eggs added to each one and a quarter pint of the milk 
mixture, and also should take olive oil, cream or 
butter in order to add a better caloric and food value 
to the diet. An additional advantage is the acid 
neutralising property of these fats when taken in 
euitable amounts, one to two tablespoonfuls, every- 
four to eight hours during the day, and in double 
the quantities, at half the intervals, at night, along 
with the other remedies or with some suitable modi- 
fications. 


Later on, the interval between the milk mixture 
and the antacid powder should be an hour to start 
with, but in two to three days’ time, as the pain, dis- 
comfort and the local tenderness on pressure are 
gone, or much improved, the interval may be lengthen- 
ed to one and a half hours, then to two hours. After 
the third or fourth day or so, with the improvement 
of the signs and symptoms locally, the patient may 
be allowed a piece of toast with butter, one or two 
pieces of good biscuit, eggs, custard, a little oatmeal 
porridge with bananas, some fruit juice of good type, 
etc. By the tenth to the fourteenth day, the patient 
may be allowed a little soft boiled rice with milk and 
bananas, but as little sugar as possible. Boiled or 
suitably prepared fish or in the form of stew, etc., 
may be added during the third week. Boiled potatoes 
mashed, with or without fish may be allowed too, in 
the third week. During this time frequency of the 
milk mixture and the powder may be every three 
hourly. Gradually the patient is allowed to take 
boiled lean meat, vegetables of soft and succulent 
type. He should avoid all spicy and too rich hot 
curries, etc., and live on a good nourishing, easily 
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digestible diet. Constipation is very damaging and 
should be carefully avoided. 


The treatment to be effective should have to be 
stuck to for four to eight weeks. But the actual! 
lines of subsequent action should be guided by th 
findings of the test meal, skiagraphic appearance, site, 
position, signs and symptoms of the case. Duodena! 
ulcers, which are more frequent than gastric ones, ar 
fortunately more amenable to antacid treatment tha: 
gastric ulcers. 


RECURRENCES AND PREVENTION 

Probably due to the peculiar diathesis, and pre- 
sence of the septic foci, etc., this disease has a 
tendency to recurrence. All the septic foci should 
be removed, tonsillitis, pyorrhcea alveolaris, sinus, 
appendicular or biliary infections got rid of and 
constipation avoided. His food should be chewed 
well and he should eat very slowly. If there is 
dearth of time for meals, instead of taking a solid 
meal hurriedly, he should take milk and other pre- 
parations, which may be drunk off. Alcohol, condi- 
ments, vinegar, irritating food and unripe fruits 
should either be altogether avoided or taken very 
carefully and that in strict moderation. Ice creams, 
too hot or too cold drinks are bad for him. 

The patient should lead a well-regulated life for 
at least two years and follow a more or less modified 
regime for the rest of his life. This condition has a 
peculiar tendency to recur during the winter months 
and so one should be careful particularly during that 
season. As soon as a recurrence is threatened, he 
should go to bed, keep warm, and follow the ulcer 
regime very strictly, till definitely free from the 
symptoms. 

ALKALOSIS 

Too much and long-continued treatment by the 
antacid powder, may bring about alkalosis (Hardt 
and River, 1923) in the patient, where such a danger 
exists as indicated by headache, vertigo (Hardy, 1928), 
loss of appetite, distaste for milk, malaise, nausea, 
vomiting, drowsiness even coma (Oakley, 1935), a 
determination of the alkali reserve of the blood 
should always be done wherever possible. In the 
early stages the symptoms are usually relieved as 
soon as the alkalies are stopped orally. In persons 
with kidney disease the symptoms may prove very 
severe. (Walters, 1932). 
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TREATMENT OF GASTRIC 


InpicaTions oF SurcicaAL INTERVENTION 


The indications (J. A. M. A., 1938) for surgical 
intervention are: 


(1) It is imperative in cases of perforation and 
that at the earliest moment. Perigastric abscesses 
require surgical intervention. 

(2) In cases of recurrent hemorrhage which is not 
controlled by strict medical treatment. 


(3) Where pyloric obstruction with or without 
symptoms of active ulceration is present and the ulcer 
when active resisting three weeks’ active medical 
treatment. 


(4) In cases of hemorrhage in elderly people, 
whose blood vessels are sclerosed and associated 
with hypertension, medical treatment proving futile 
to check the bleeding, operation is the only means 
left. 

(5) When the symptoms recur after 
careful medical regimes and adequate after-care, an 
operation may be the only course left. 


several 


(6) An organic hour-glass constriction causing a 
delay in the emptying of the proximal segment of 
the stomach. 

(7) In cases where there is the possibility of the 
presence of a growth, following an ulcer. 


But even after surgical intervention ulcers may 
recur in the proximal part of the small intestine 
joined with the distal part of the stomach. 


Recent MetnHops oF ‘'REATMENT 


The recent methods (Year Book of General 


Medicine, 1933) are as follows: 

Mucin Treatment: The 
based on the principle that it is one of the best 
neutralising agents of the gastric secretion. The 
original preparation used was histamine-free gastric 
mucin of Messrs. Armour & Co. It was given in 
tablespoonful doses dissolved in water every three 
hours (Block and Rosenburg, 1933) and at night too. 

The basis of this treatment is:— 

(1) Experimentally mucin inhibits protein diges- 
tion in vivo. 

(2) In dogs experimental ulcer can be cured by 
mucin. 


mucin treatment is 
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AND DUODENAL ULCERS 

(3) Ninety per cent of intractable series of one 
hundred and-seventy cases were all relieved 
week’s time of all subjective symptoms by this line 
of treatment. (J. A. M. A. 1988). 


(4) Recurrences are very few after the treatment. 
Recently Nordmark’s mucin which is comparatively 
cheap, is available for the above line of treatment. 
This has given good results under my hands in several 
cases, specially when combined with antacid and milk 


of Histidine 
Five c.cm. of a four per cent. solution of 
histidine monohydrochloride is given by injection 
subcutaneously or intramuscularly, daily, till twenty- 
one such are given (Weiss and Aron, 1933). This is 
expected to cure a case. No dietetic restriction is 
required except during the first few days. Aron (1935) 
in his series of 42 cases by the above method, found 
satisfactory result in thirty-seven. In four cases it 
in an 


in a 


Injection solu- 


tion: 


monohydrochloride 


was a complete failure and was partly 
alcoholic subject. Twenty-seven cases were examined 
radiologically at varying intervals after the course. 
In thirteen there were complete disappearance of 
signs of ulceration and in ten considerable improve- 


so 


no change 
although they were free of all symptoms. The other 
case was one of failure. Gastric acidity was analysed 
in ten cases, it was increased in three, in two of 
which the radiological finding was normal. In ten 
cases the acidity had diminished to a marked extent. 


ment, in the remaining four there was 


Sandweiss (1936) investigating on the compara- 
tive effects of histidine and diet alkali 
treatment reports that of his sixty-seven consecutive 
cases twenty-three elected to have injections of histi- 
dine, forty-six to have diet alkali treatment. The 
immediate result though closely similar in the 
series, sudden disappearance of all discomfort in many 
patients after a few injections was regarded as a 
striking feature. Follow-ups showed that the recur- 
rences were much lesser in the diet alkali series than 
in the other group. In seventeen cases gastric acidity 
determinations were made before and after, the course 
of histidine injection and no appreciable change was 
observed. Of the 24 patients examined either by 
skiagram or by operation after histidine treatment 
none showed disappearance of the ulcers. To deter- 
mine whether the remissions after histidine injections 
were a direct result of this treatment Sandweiss 
(1937) treated 20 ulcer cases with daily injection of 


injection 
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distilled water. He states at the time of publication, 
the results of distilled water injection compared 
favourably with those obtained after injection of histi- 
dine monohydrochloride solution. Martin (1936) also 
is of the above opinion arrived at after comparative 
studies, 


Hence the results of treatment by injection of 
histidine monohydrochloride is so conflicting that it 
would not be safe to use it as the sole means of treat- 
ment. It appears to relieve the symptoms more 
than to cure the actual ulcers. 


Chlorine-free diet and withdrawal of gastric 
juice: Mellinghoff and Kotsche (1933) showed that 
withdrawal of gastric juice was useful in gastro- 
duodenal ulcer and gastritis. Addisin, an extract of 
gastric juice, was found on injection to be a stimul- 
ant to gastric secretion, hence withdrawal of gastric 
juice diminished gastric secretion. They were of 
opinion that basal metabolism rate had some in- 


DHAR big No. 8 


AY, 1939 


fluence in producing ulcers. They wanted to remove 
the chloride ions from the system by a salt free diet 
and periodic withdrawal of gastric juice. Injections 
of Salyrgan were given to produce diuresis and deplete 
salt from the system. This method of treatment 
appears to be of special use in cases of intractable 
hypersecretion. (Year Book of General Medicine, 
1934). 


Octinum is a valuable antispasmodic for the gas- 
tro-duodenal pain. It is available in tablet, liquid 
and ampoule form. 


There are numerous patent remedies in the 
market for the treatment of gastro-duodenal ulcers, 
but their composition and effects vary, and it is no’ 
possible even to mention them. They all seem to 
act more or less on the principles of Sippy treatment 
But it should be stressed clearly that casually takin: 
patent cures, however potent, will not cure a case 
of ulcer. 
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AIR RAID PRECAUTIONS IN INDIA 


In modern warfare a vast organisation for air 
raid precautions for, the protection of the civilian 
population is essential.1 The British Medical Asso- 
ciation has already compiled a register with a view 
to mobilising members of the medical profession for 
this purpose. The Ministry of Health has set up a 
special department to prepare hospital accommodation, 
with necessary equipment and the enrolment of medi- 
cal personnel. Under the A. R. P. scheme, London 
and the Home countries have been divided into certain 
zones.” Effective steps for the defence of the civil 
population against air attack were taken by the enact- 
ment of the Air Raid Precautions Act which became 
law at the end of 1937. 


In the All-India Medical Conference held at 
Meerut in 1938, the following resolution was passed. 
“In view of the fact that in future, wars are not going 
to be confined to the fighting forces alone but would 
affect the civil population as well this Conference re- 
quests the Central and Provincial Governments to 
institute a survey of all the available medical re- 
sources in their respective provinces which can be 
requisitioned at short notice to give relief to the civil 
population in cases of emergency arising out of air 
raids and other eventualities and to give facilities to 
medical practitioners to obtain necessary training in 
this regard’’. 


“‘This Conference further requests the Indian 
Medical Association to lend its whole hearted co-opera- 


1. Lancet, January 7, 1939, p. 41. 
A. R. P. Memo. No. 1—7, H. M. Stationery Office. 


tion to the Governmerit in making the 
the facilities offered for training a success and draws 


survey and 


the attention of Red Cross and other similar organi- 
sations.”’ 


Since the passing of this resolution, the interna- 
tional situation has developed at an alarmingly rapid 
rate and it appears that war is imminent and inevi- 
table. It has to be admitted that the chief offensive 
weapon of the armed powers to-day is the bombing 
aeroplane. Air bombing has an element of surprise 
and can readily create havoc in congested urban or 
industrial areas with resulting panic and lowering of 
morale in the civil population followed by devastating 
results. It is perhaps proper to consider here the 
nature of a modern air attack. The offensive weapons 
of air craft are (1) high explosive bombs, (2) incen- 
diary bombs, (3) gas bombs and gas sprays. It must 
be understood that the same air craft may launch 
the three types of bombs simultaneously. 
plosive bombs act like the high explosive 
big guns and destroy buildings which may be pene- 
trated from the roof to the basement, blowing up the 
building altogether, and leaving a crater. There is 
practically no certain protection against this type of 
bomb. Concrete -underground shelters can probably 
afford effective protection against the blasting and 
splinters. Incendiary bombs, though small in size, 
can be used in great numbers to start fires in different 
parts of an attacked zone or city, and are particularly 
dangerous against stores containing inflammable and 
materials. These bombs possess little 


High ex- 
shells of 


explosive 
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penetrating power so that concrete shelters can usual- 
ly ward them off. It is in the category of gas bombs 
that modern chemical warfare has reached the peak 
of barbarity. It is not known what lethal substances 
are likely to be let loose on the civilian population. 
Protection against gas is provided by respirators, pro- 
tective clothing and gas-proof shelters. 


It is the duty of the defence services to protect 
the country, but in the coming world war, the chances 
are that some of the attacking enemy air craft will 
get through the defences and attack the civil 


population. It is, therefore, extremely important 
that the civil population, public utility and other 
services, should be so organised that they know 
what to do in any emergency, such as a gas attack. 


Air raid precaution schemes are in the process of 
rapid development but a tentative scheme would be 
of interest to medical practitioners.* 


First Aid Parties: The object of First Aid 
Parties is to offer immediate assistance to casualties 
where they occur. The party is composed of four 
men, twelve to fifteen parties being formed for every 
100,000 -population. Each member of the party is 
equipped with a respirator, protective clothing and 
first aid pouch. Each first aid party should have at 
its disposal a car with a driver to make it mobile and 
two ambulances with female drivers and attendants. 


First Aid Posts: It is intended that these 
should deal with minor cases of injury or gas con- 
tamination. A first aid post is equipped in two parts, 
(a) a first aid section to provide medical attendance 
and (b) a cleansing section to deal with persons whose 
skin or clothing is contaminated with blister gas. The 
personnel of a first aid post will consist of men over 
the age of 30, and women. According to the size of 
the post 70 persons will be needed as a minimum.‘ 

Personnel: The training of the personnel is 
‘not an easy thing, but recruitment may be made from 
other first aid organisations like St. John’s Ambu- 
lance Brigade, Red Cross. Organisation, and St. 


3. Medical Annual, 1939. 
4. Home Office Circular on First Aid Posts. 
1938. H. M. Stationery Office. 
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Andrew’s Ambulance Corps. All volunteers must 
receive a regular course of instruction and, what is 
more important, a post-instructional training free of 


all charge to themselves. 


Hospitals: In the London area at least 3 
hospitals have been selected for ‘‘decanting’’, and de 
tailed plans have been prepared for removing 4,000) 
or more patients by ambulance trains to places 5( 
miles distance from London. Similar plans have been 
worked out for the provinces. 


There is little doubt that in the next world war 
India is not likely to escape air attacks and the great- 
est havoc is likely to be wrought in the unprotected 
cities like Karachi, Bombay and Calcutta. When the 
International Conference of Military Medicine met in 
Luxembourg in July, 1938, it devoted a whole day to 
a discussion on aerial bombardment. In the first 
number of its official publication there is little to 
afford consolation to the civilian population for their 
safety in war time.’ In an editorial of the British 
Medical Journal® it is stated that “‘one is left with 
the feeling that international law is so unimportant 
nowadays as a factor modifying the behaviour of 
nations in war time that it is hardly worth the time 
and study that are spent on it’’. In contrast with 
the A. R. P. measures which have been adopted in 
other countries, India remains completely unprepared. 
In case of air attack over cities the amount of destruc- 
tion, both human and material, would be so colossal 
as to baffle description. The conditions in China’ 
should be regarded as a great warning. We appeal 
to the Government and the Local Bodies and Utility 
Services to take a lead in this direction before it is 
too late, and we are quite certain that the medical 
profession of this country will offer its active co- 
operation in any scheme which may be formulated 
for the defence and protection of the civil population, 
particularly its children and women. 


5. La Protection de la Population Civile en Temps de 
Guerre. Organe trimestriel du Comite de Luxembourg, No. 
1, Paris. 


6. B. M. J., March 25, 1939, p. 625. 





CASE NOTES 


A CASE OF TABES DORSALIS 


G. L. SHARMA, m.p. (Lucknow) 


Lecturer in Pathology, Robertson Medical School, 


Nagpur 


Tabes dorsalis is considered to be uncommon in 
Indians and there are not many cases on record, 
and hence the reason for publishing an account of 
such a case. 


Case Notes 


R. L. aged 82 years, Hindu male, shop-keeper, 
was admitted to the Hospital on 21-11-38 with the 
complaint of difficulty in walking. 


History of present illness—About 3 years back 
he used to get attacks of pain in the inner aspect of 
thighs and in the calf muscles. The pain would not 
last for more than a few minutes but it was repeated 
very often. About 2 years back he experienced 
dimness of vision in the right eye and also double 
vision. For the last 6 months he has been getting 
formication in both the upper and lower limbs, and 
also unsteadiness and weakness in the lower limbs. 


Past history—Syphilis and gonorrhea 8 years 
back. 


Family history—Patient’s father is 68 years of 
age and is suffering from some skin disease (syphilis ?). 


Personal history—He is addicted to drinking and 
smoking. 


Physical examination—Intellectual functions and 
speech normal. Acuity of vision in the right eye 
impaired. Colour sense not affected. Double vision 
is present in the right eye. Ptosis is present to a 
slight degree in upper lids of both the eyes. Pupils 
are circular in shape but unequal in size, the right 
one being smaller. Reaction to light is absent on the 
light side, the left pupil contracting sluggishly. 
Accommodation reflex is present on either side. 


Ophthalmoscopic examination of fundus oculi showed 
nothing abnormal. 

The patient walks with an unsteady gait stamp- 
The muscles of the lower 
lost. All 


reflexes are 


ing his feet on the floor. 
extremities are flaccid. Co-ordination is 
the tendon jerks are lost. Abdominal 
brisk and exaggerated. There is some impairment of 
defecation reflex. Tactile sensation is absent on the 
dorsum of the feet and also on the plantar aspect. 
Pain and thermal 
of passive 
joints is absent. 
extremities. No trophic changes. 


stimuli are appreciated. Sense 


movements in the metatarsophalangeal 


Vibration sense is lost in the lower 


Laboratory findings—Blood. Wassermann reaction 
is weakly positive but cerebrospinal fluid W. R. is 
strongly positive. Globulin is present in 
Lange colloidal gold test gave a leutic reaction. 
(1,1,1,1,2,1,1,0,0,0,0,). 

Treatment—1. 
ture of Pot. Iodide gr. x, Ferri et ammon. citras gr. iii, 
Liq. arsenicalis ii m, Liq. strychnine ii m, Aq. chloro- 
form up to one ounce for a dose T.. D. S. 

2. Milk was given 
week, increasing the dose by 1 c.c. 

3. 4 c.c. of citrated 
tertian malaria parasites was injected intra-mus- 
cularly on 1-12-38. On the 14th December he had 
a rigor and rise of temperature. Subsequently he had 
about a dozen rigors and rise of temperature on alter- 
nate days. 


excess. 


The patient was put on a mix- 


intra-muscularly, once a 


blood containing benign 


4. He was given Modenol 2 ¢.c. and Bismo- 


stab 1 ¢.c. intra-muscularly once a week. 


It is regretted that the patient left the hospital, 
before the course of treatment was completed. 


a Bs 
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SOME INTERESTING FACTS ABOUT A CASE OF KALA AZAR 


G. S. SAXENA, u.™.p., 
Banda. 


In page 237 of the January, 1939 issue of the 
Journal of the I. M. A. there appeared a note under 
the heading ‘‘Allergic symptoms in cases of kala 
azar treated with Antimony Salts.’’ The writer of 
that note, after narrating some undesirable symptoms 
encountered in a couple of kala azar cases treated 
with doses, not higher than -07 gm. of Urea Stiba- 
mine and -05 of Neostibosan, in the case of a boy 
of 14 years, and of -005 gm. of Urea Stibamine in 
the case of a female patient of 40 years, advises the 
use of smaller doses, ranging from -01 to -10 gm. 
only of antimony salts for the treatment of kala azar 
cases, and concluded that by the adoption of such 
smaller doses the appearance of undesirable symp- 
toms could be practically eliminated. It may be 
pointed out that the total quantity of the antimony 
salts required for a complete course of treatment of 


kala azar is thus greatly reduced without in any way 
affecting the effectiveness of the treatment. 


A perusal of the following notes, therefore, re- 
lating to a case of kala azar, which recently came 
under the treatment of the writer may be found 
interesting. 


CasEe Notes 


R. P., aged about 20 years, arrived from Patna 
on the 10th February, 1939. The patient was ori- 
ginally a resident of the United Provinces but for the 
last two years was living at Patna in connection with 
his employment there. 


Previous History—Since the beginning of Novem- 
ber, 1938, the patient complained of a growing feel- 
ing of weakness and exhaustion, but about a month 
' and a half later, he got an attack of high fever which 
confined him to bed. The temperature found to be 


102°F on the first day, rose to 104°F the next day — 


and continued at about that level for a number of 
days. 

He was subsequently treated for malaria and 
was administered quinine in various forms including 
effervescent mixture. His temperature gradually 
came down and by the end of the first week of 
January, 1939, it was found to be ranging between 


98 and 99 degrees. The patient was then declare: 
cured. But after a lapse of three months, the fever 
returned, however, in a milder form. The patien 
was also examined for enlargement of his splee: 
but none was detected at that time. He was pre- 
scribed some tonics and was advised to take ligl 
and nourishing food and sufficient But the 
fever soon reached to 104°F. 


rest. 


Initial Diagnosis and Treatment—On his arriv:| 
at Banda, the patient was examined and, in vie 
of his previous history and the intermittent natu 
of fever, his trouble was suspected to be due |» 
malarial infection. He was, therefore, put on a 
course of quinine treatment and the drug was given 
to him both by mouth and by intramuscular injec- 
tions, in 20 grain daily doses in all. But the 
temperature continued to appear daily and to go 
up to about 105°F. During remission the temperature 
came down as low as 96°F. The form of quinine 
for oral administration was next changed to effer- 
vescent mixture and then to four sulphate mixture, 
but without producing any marked effect upon thie 
course of the disease excepting that the high tempera- 
ture during the intermittent attacks was reduced by 
about 2 degrees and the fever now used to reac! 
102°F. or thereabout only. Atebrin was tried nex! 
and given in the form of one tablet thrice a day for 
three days, but there was no further change in dail) 
appearance and height of temperature curve. 


Subsequent Diagnosis—At this stage a medic: 
colleague was consulted who kindly took a bloo'! 
film of the patient and examined it under the 
microscope for M. P. But no M. P. could be seen 
and only particles of pigment were visible on some 
corpuscles. After this certain characteristic symp- 
toms of the patient diverted the attention of th 
writer to the possibility of kala azar infection. O» 
examination, a very large hard spleen was detected, 
extending up to about 3 inches below and 38 inches |» 
the right of the umbilicus. The detection of th 
enlarged spleen further confirmed the suspicion of the 
writer about the existence of the kala azar infection. 
The specific grounds and the clinica! symptoms on 
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which this change in diagnosis was based were as 
follows :— 


1. Intermittent and irregular nature of the 
temperature, the rise and fall of fever not depending 
upon any fixed or regular intervals. 


2. Almost double cycle of the daily rise and 
fall of the fever. 


3. Rapid and abrupt enlargement of the spleen. 


4. Marked emaciation, anemia and feeling of 
exhaustion of the patient. 


5. Absence of any appreciable reaction to the 
administration of quinine. 


6. The incidence of the patient’s stay at Patna 
(a place where cases of kala azar are not quite un- 
common during the time when his existing troubles 
started for the first time. 


As no local facilities for an elaborate examination 
of the blood for kala azar were available, opinions 
of other medical colleagues were invited about the 
probable diagnosis, after which a course of kala azar 
treatment for the patient was decided upon. A re- 
gular record of the patient’s temperature on a graphic 
chart was also ordered to be kept henceforward for 
future reference. 


Treatment—Injections of Neo Stibosan were 
started on 18-2-38. These were given intravenously 
and on alternate days and were well-borne by the 
patient. 

As a precautionary measure to guard against any 
possible idiosyncrasy or ill-effect of the drug, only 
one grain of Neo Stibosan (one-third part of -2 gm. 
dose) was given on the first day to start with. The 
next dose was raised to 2 grains (two-third part of 
‘2 gm. dose) and the third dose increased to 3 grains 
or full -2 gm. dose. On subsequent turns 3 grains 
or -2 gm. doses of Neo Stibosan were given except on 
the fifth turn when -2 gm. dose of Stiburamin 
(B. C. P. W.) was substituted and also on the 12th 
turn when -3 gm. dose (44 grains) of Neo Stibosan 
was given. In all 18 injections were given and the 
total quantity of the drugs used during the whole 
course of treatment came to 344 grains of Neo Stibo- 
san and 3 grains of Stiburamin. 


The temperature, disappeared after the 6th in- 
jection and since then did not rise again. 
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Diet—The patient had had a good appetite all 
along and was allowed bread, pulses, vegetables, fresh 
and dried fruits, milk and later on, a little cream. 


Weight and General Appearance—The weight 
of the patient which was stated to have been 118 lbs. 
about the close of October, 1938 (soon after which the 
patient’s troubles started) was found to have gone 
down to 101 lbs. when his treatment under the hands 
of the writer was taken up. It was, however, found 
to have again gone up to 116 lbs. on the 20th March, 
1939, about a week after the close of the course of 
injections. During his treatment the patient was 
also put on hematinie tonics. About the end of the 
treatment the pale anemic look of the patient had 
disappeared and instead a glow of red colour under the 
nails and a pleasant change in the general complexion 
was noticeable. 


Concluding Remarks—During the initial stage of 
the treatment, it was observed that the patient was 
often unable to feel the onset or the existence of the 
temperature so much so that sometimes when the 
fever was found to be as high as 102°F. the patient 
could not positively say whether he had any tempera- 
ture at all. From this it is inferred that the infection 
of kala-azar in the patient might have been of a few 
months’ standing when his treatment under the 
writer began and that during the early course of his 
trouble and long before he was actually down with 
high fever about the middle of December, 1938, the 
patient might ‘be getting some temperature without 
actually feeling it. But the same cannot be said 
about his spleen and the rapid enlargement of its 
size appears to be simply astonishing. According to 
the statement of the patient he was examined at 
Patna by his doctor on the 3rd February, 1939, and 
no enlargement of spleen was detected. And on the 
16th February, 1939, i.e., within the space of a fort- 
night, a huge spleen occupying more than half of the 
abdominal cavity and extending up to about 8 inches 
to the right and the same length below the naval, was 
found to exist: At the end of the treatment, how- 
ever, the spleen was again found to have almost com- 
pletely retracted behind the costal margin. 


A notable feature of the treatment was that the 
patient stood even the highest dose’ of Neostibosan 
(‘3 gm.) quite nicely without in any way exhibiting 
any untoward symptoms, 


a & = 
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MEDICINE 


A CurnicaL Stupy Or MaA.tiaNant HypertTENSsION 


Page (Annals of Internal Medicine, January, 
1939, page 978) presents the clinical histories of 30 
cases in which hypertension appears to have been 
malignant from the onset. The chief complaints of 
these patients are headaches, visual disturbances, 
and fatigue occurring singly or together; other less 
frequent symptoms are loss of weight, nocturia, palpi- 
tation, temporary fainting, convulsions (hypertensive 
encephalopathy), precordial discomfort and oedema of 
the ankles. Sometimes the syndrome is inaugurated 
by sudden occurrence of blindness in one eye due to 
hemorrhage. The clinical picture is the blending of 
manifestations of disorder specially in the heart, 
kidneys, eyes and brain. The morbid changes noted 
are (a) hemorrhage and papilledema in the eye 
grounds, (b) elevated arterial pressure with immoder- 
ately high diastolic pressure, (c) normal or moderately 
reduced renal efficiency (unless the disease is of a 
relatively long duration), (d) rapid advance of the 
morbid changes, (e) normal or slightly reduced 
plasma proteins and hemoglobin. Both males and 
females suffer from malignant hypertension, males 
more commonly. It is a disease of early middle age, 
but may occur in youth or later middle age but seldom 
in old age. As a rule hypertensive vascular disease 
in the family 1s not common. 


EXPERIMENTAL HEART DISEASE 


Hall (Annals of Internal Medicine, January, 
1939, page 907) gives in the following lines the 
summary of his observations, viz., 


~ (1) Myocardial and coronary artery damage have 
been produced in dogs following chronic overactivity 
of the parasympathetic nervous system. 


(2) Gastric and duodenal congestion and ulcera- 
tion have been produced by the same mechanism. 

(3) Similar lesions in the heart and in the gastro- 
intestinal: tract: have been described in dogs dying of 
adrenal insufficiency. 


(4) Myocardial degeneration, arteriosclerosis of 
the aorta and the vessels with or without associated 
arteriosclerosis have been produced in rats following 
chronic injection of the vagus substance—acety]l- 
choline. 


Common VAscuLAR DisorRDERS Or THE EXTREMITIES 


Learmonth (Practitioner, March, 1939, page 241) 
deals with those vascular disorders of the extremities 
in which clinical features observed depend on reduc- 
tion of the input of the arterial blood. Diagnosis 
depends on the knowledge of the various processes 
which contribute to the deficient blood flow through 
the artery. They are (a) spastic narrowing of the 
arterial channel without organic changé at the onset, 
and (b) definite organic changes at the beginning in 
the arterial channels by either arteriosclerosis, 
embolism or thrombosis. Clinical picture is the mani- 
festation of deficient blood supply in different struc- 
tures, viz., (a) in skin and subcutaneous tissue— 
(i) reduction of temperature, constant or intermittent 
and (ii) nutritional changes such as painful ulcer or 
gangrene ; (b) in muscles—cramp like pain k.a. claudi- 
cation. Rest pain mainly felt in the sole of the feet 
or heel, worst at night is also characteristic. In 
diagnosing a case the cardiovascular system should 
be thoroughly examined specially the peripheral 
vessels in which the resilience of their walls and the 
presence or absence of pulsation must be accurately 
noted particularly when the patient is warm. Absence 
of any peripheral pulse is diagnostic of arterial 
disease. Commonest conditions are in order of 
frequency, arteriosclerosis, hereditary cold fingers, 
Raynaud’s disease, thromboangiitis obliterans and 
syphilitic aortitis. Differential diagnosis is given in a 
tabular form. 


Treatment consists of general and local measures. 
The former consists of conservation of heat of the 
body as a whole, avoidance of the exposure to cold, 
tackling of glycosuria if present and taking of meti- 
culous care of the feet. Rest pain is less severe 
when the legs are dependent; hypnotics and analge- 
sics may be ‘necessary. Claudication pain may be 
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Disease Age of Onset Sex 


Arteriosclerosis Old age 


Hereditary fingers About 8 


Raynaud's disease About 30 


Thrombo-angiitis About 40 
obliterans 


Infants (congenital) 
young, and middle aged 
adults (acquired) 


Syphilitic aortitis 


prevented by rigid limitation of the amount of 
exercise. The local treatment comprises in the 
methods of improving blood supply. Drugs are often 
useless. In organic arterial diseases Buerger’s exer- 
cises are of definite value if conscientiously perform- 
el. Intermittent venous occlusion by pneumatic 
cuffs are often successful, specially in thromboangiitis 
obliterans. Sympathectomy is effective only in 
cases where the arteries are still capable of dilatation. 


INTRAVENOUS ALIMENTATION WitH SpEcIAL REFERENCE 
To Protem (Amino-Actp) METABOLISM 


Elman and Weiner ( Journal of American Medical 
Association, March 4, 1939, page 796) observe that 
intravenous alimentation is indicated in conditions in 
which oral administration becomes defective or is 
contra-indicated, viz., (1) in nutritional cdema, 
specially in which there is edema of the intestinal 
mucosa interfering with the absorption of food, (2) 
intestinal obstruction or repeated vomiting, in general 
peritonitis where food per mouth is injurious, (3) in 
intestinal fistula or ulcerative colitis, (4) in certain 
cases of pyloric stenosis where intestinal cedema is 
present at the stoma even when an adequate passage 
is made by gastro-enterostomy due to hypoproteinemia 
and the relief of the latter removes the edema and 
obstructive manifestations. The administration of 
plasma protein has two drawbacks, viz., (1) 500 c.c. 
infusion is to be given twice a day and (2) it supplies 
only one of the proteins. The authors tried a mixture 
of amino acids intravenously in human beings and in 
animals without producing any toxic effects either 
clinically or histologically even when 2 grams per 
kilogram a day are injected. The mixture is obtained 
by acid hydrolysis of casein to which is added 2% 
tryptophan and cystin. Experimental and clinical 
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Most common site Remarkg 


Diabetes may complicate 


Feet and legs 


One or more fingers May te family history 


Hand, legs after feet Symmetrical 


Perhaps one leg before the 
other 


Feet and legs 


Hands, nose and elbows May be hemoglobinemia 


observations have indicated that the amino-acids so 
injected are rapidly utilized and this is evidenced by 
nitrogen balance studies, by regeneration of serum 
proteins and by reduction of nutritional edema. 


Curonic ULCERATIVE CoLITISs 


Chopra and Ray (Indian Medical Gazette, 
February, 1939) observe that chronic ulcerative 
colitis is a disease of the large intestine occurring 
in the second and third decade of life with definite 
clinical and pathological features but without any 
specific bacterial infection. It is characterised clini- 
cally by abdominal cramps, rectal pain, discomfort 
and tenesmus with or without fever. There may be 
diarrhoea or passage of mucus and blood in the stool. 
Relapses are common after the infection of the respi- 
ratory tract. The authors mention amongst others 
the following as etiological factors, viz., (1) dysentery, 
bacillary and ameebic, (2) streptococcal infection 
secondary to the affection of the respiratory tract, 
(3) avitaminosis, (d) allergy, (e) faulty body mecha- 
nics, (f) emotional causes (tropical neurasthenia), and 
(g) some other causes such as intestinal parasites, 
irregularity of hours, unsuitable dietary, addiction to 
drugs, etc., Microscopical examination of the stool 
reveals (1) helminths—trichuris trichuria eggs, hook- 
worm eggs ; (2) protozoas—giardia cysts, entamela 
histolytica in vegetative and cystic forms; (3) charcot- 
leyden crystals. Culture shows 5B. pyocyaneus, 
streptococcus fecalis, B. Morgani, B. Flexner and 
B. Shiga. Monilia, B. pseudo-asiaticus. Treatment 
consists of (a) rest in bed, (b) postural treatment, 
(c) diet which must be simple and adequate in calories 
and vitamins, (d) tackling of causes of allergy— 
Torantil (Bayer) may be tried, (e) mental tranquility 
is essential, (f) autovaccine. There is no specific drug. 
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However the following may be used with benefit, viz., 
buffered citrate therapy (sodium citrate and sodium 
chloride buffered with a salt which raises the concen- 
tration of the solution somewhat higher than that of 
normal blood), lactose, kaolin, calcium parathyroid 
and isapguls. Local and surgical treatment consists 
of (a) blood transfusion, (b) medicated enema (normal 
saline 40%, codliver oil emulsion with gum acacia), 
(c) operative procedure which gives rest to the dis- 
eased part by diverting the feces through artificial 
anus. . 


Isoronic Soprum BicarBonate So.ution In 
D1aBetic Coma 


Kirk ( Lancet, March 4, 1939, page 505) reports 
two cases of diabetic coma with severe acidosis 
recovering quickly by intravenous administration of 
two litres of isotonic solution of sodium bicarbonate. 
The consciousness returned while the patients were 
having injections and there was no return of acidosis 
after subsequent insulin administration. 


CHLoRINE For INpuctTion Or ARTIFICIAL 
PNEUMOTHORAX 


Ray, Sen and Das Gupta ( American Review of 
Tuberculosis, February, 1939, page 172 ) in presenting 
a resume of the comparative clinical results of 74 
cases of pneumothorax with 1 per cent. chlorine and 
71 cases of pneumothorax with air observe that 
chlorine does not exert any germicidal effect as is 
judged from the percentage of negative sputum in the 
treated cases. Moreover the percentage of complica- 
tions is higher in the chlorine group, 39-2 per cent 
as against 31-0 per cent. in the air group. There are 
two factors which stand out prominently, viz., 
(a) chlorine does not cause massive effusions any more 
than ordinary air and (b) the irritant action of chlorine 
is confined to the production of obliterative pleuritis 
(this occurred in 13 per cent. more cases in the 
chlorine group). 


Curonic OrAL ADMINISTRATION Or ATEBRIN 


_ Clark and Others ( Journal of Pharmacology and 
Experimental Therapeutics, February, 1939, page 165 ) 
write that it has been found that repeated daily oral 
administration of atebrin in doses ranging from 17 to 
80 per cent. of M. L. D. in dogs, cats and rabbits 
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resulted in death in from 19 to 3 days respectively. 
Symptoms were chiefly gastro-intestinal intolerance, 
central nervous system disturbance and progressive 
loss of weight associated with anorexia and yellowish 
discoloration of the skin, sclera and the alimentary 
mucosa. Animals receiving 2 to 3 per cent. of their 
oral M. L. D., however, remained in good condition 
for 6-7 weeks except a slight loss in body weight. 

The post-mortem of the dead animals revealed 
certain pathological changes none of which specially 
characterize atebrin toxicity. 


* * * 


The same authors in another article on page 166 
report on the subject of the effect of atebrin on the 
liver and the kidney functions in dogs. It has been 
found that in dogs, administration of atebrin in 
doses 33—66 per cent. of M. L. D. daily for 14—4 
consecutive days respectively resulted in impairment 
of hepatic function as measured by bromsulphalein 
and bilirubin tests. But if the daily dose was 17 per 
cent. of the M. L. D. there was no significant reduc- 
tion in liver function even if it was continued for 
6 weeks. In another series of experiments it has 
further been shown that chronic doses of atebrin 
ranging from 17 to 66 per cent. of the M. L. D. 
administered daily for a period of 42 days gave no 
evidence of renal damage in 11 or 12 dogs studied. 


SURGERY 


PRE-OPERATIVE AND PostT-OPERATIVE CARE OF 
Diasetic PATIENTS 


Paulin ( Surgery, Gynecology and Obstetrics, 
February 15, 1939, page 503 ) discusses in the follow- 
ing lines the different problems dealing with the pre- 
operative and post-operative care of diabetic patients: 

Pre-operative Care—(1) To store glycogen in the 
body sufficient to supply the patient’s needs during 
the period of operation and for several hours there- 
after. This is accomplished by feeding, in the pre- 
vious 24 hours, at least 150 grams of carbohydrate 
and by controlling glycosuria by the administration 
of insulin in the necessary dosage at 2, 8 or 4 hours 
intervals. 


(2) Giving a sufficient amount of fluids to take 
care of the body needs which ordinarily would amount 





JOURNAL 
I. M, A. 


to 2,500 or 3,000 cubic centimetres, administered as 
water, broths, fruit juices, oatmeal gruel, tea or 
coffee, etc. 

(3) It is desirable to administer easily assimilable 
foods in the form of carbohydrate until at least 4 hours 
before the time of operation. 


(4) The established dose of insulin is continued 
without regard to the operation, the only difference 
being a change in the time of administration. If a 
diabetic is receiving protamine insulin, and most of 
them are, this should be continued and supplemented 
when necessary with small doses of regular insulin 
every 3, 4, or 6 hours as the occasion demands. The 
dose required is determined either by the presence of 
sugar in the urine or an increasing blood sugar. 


(5) If the diabetic is an individual who is not 
under good control, it is far better to have, if time 
permits, dietary and insulin adjustments before 
operation is undertaken. The diabetic is much safer 
if he goes to the operating room with a urine sugar- 
free and a blood sugar which approaches normal. 


(6) In acute surgical emergencies, which are 
usually accompanied by marked acidosis, as evidenced 
by a lowering of the carbon dioxide combining power 
of the blood plasma, and the detection in the urine 
of diacetic acid as well as glucose, the immediate 
needs of the patients must be met by giving a suffi- 
cient amount of regular or quick-acting insulin, the 
administration of normal salt solution subcutaneously, 
or intravenously, cleansing the lower bowel with an 
enema, and washing the stomach with plain water, 
such treatment followed in a regular and orderly 
manner over a period of a few hours will diminish the 
operative hazard and promote recovery. 

(7) In so far as possible it is extremely beneficial 
to allay the fear and anxiety of operation in patients 
who are afflicted with diabetes by the preoperative 
administration of suitable doses of the barbiturates 
and also, when it is found necessary, the use of small 
doses of an opiate with scopolamine. According to 
him, this procedure has been most valuable and has 
been a great comfort, not only to the patient but 
to the anesthetist and surgeon as well. 

Post-operative Care—(1) Upon the return of the 
diabetic to his room he should at once receive fluid, 
preferably normal salt solution containing 2-5 per cent. 
of glucose, administered subcutaneously, and if not 
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contraindicated by the nature of the operation, at 
least. 500 cubic centimetres of salt solution by rectum. 


_ (2) The patient should be given small but fre- 
quent doses of regular insulin, the size of the dose and 
the frequency of administration depending upon the 
severity of the diabetes and the patient’s pre-operative 
condition. 


(3) Every attempt should be made to begin feed- 
ing the patient by mouth as soon as possible after 
operation. Our experience has demonstrated that it 
is possible to start this in the great majority of 
patients within 4 to 6 hours after the return of the 
patient to his room. Such foods as oatmeal gruel, 
ginger ale, fruit juices, tea or coffee with glucose, and 
crackers are given. Within the first 24 hours post- 
operative period an attempt should be made to 
furnish at least 100 grams of glucose either sub- 
cutaneously or by mouth, with a sufficient quantity 
of insulin to keep the urine approximately sugar-free. 

(4) Constant stock taking and supervision of the 
sugar metabolism by employing frequent urinalyses 
and occasional blood-sugar determinations are most 
essential for the intelligent handling of these patients. 


TREATMENT Or SECONDARY SHOCK 


Cattell and Others ( Journal of American Medical 
Associations, March 18, 1939, page 1057) in dealing 
with the subject at a meeting of the members of the 
Department of Pharmacology and of Medicine of 
Cornell University Medical College and the New York 
Hospital have made some observations, the summary 
of which is given in the following lines. 


The syndrome of secondary shock when fully 
developed is characterized by the following features— 
low blood pressure, diminished blood volume with 
decreased blood flow, lowered temperature 
lowered metabolism. Hzmoconcentration is also an 
important feature and results in hemoglobin 
values. The blood sugar and non-protein nitrogen 
are increased, chlorides decreased and carbon dioxide 
combining power is low. It must be noted that these 
changes are not present from the start but they are 
manifest only when low blood pressure of whatever 
origin (less than 80 mm. of Hg.) is allowed to persist 
for a certain length of time. There is no evidence 
whatsoever that in this condition the heart is in any 
way inadequate to meet the demands made on it. 


and 


high 
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The vasomotor centre also continues to act in a 
normal manner. The outstanding feature is the 
diminution of the circulating fluid. The points of 
attack from therapeutic point of view will be two 
viz., (1) to increase the circulating fluid and (2) to 
prevent the fluid loss from the peripheral vessels. 
General measures for conservation of heat and fluids 
and of promotion of rest are of utmost importance. 
Warm blankets, hot water bottles and electric pad 
will help in conserving the body heat, the foot of the 
bed is to be raised above the patient’s head to ensure 
better circulation of blood in the brain. A large blood 
transfusion is the most satisfactory way of restoring 
blood volume. Substitutes for blood transfusion, e.g., 
5 to 10% solution of glucose with normal saline or 
6% gum acacia solution may be used as temporary 
measure before transfusion is administered but they 
are unsatisfaetory from various points of view. To 
improve respiration which is shallow due to acidosis 
intravenous use of 5% solution of sodium bicarbonate 
and inhalation of carbon dioxide for periods of 5 
minutes at intervals of 5 minutes will be effective. 
Morphine sulphate may be necessary if the patient is 
very restless and is in pain but one must be cautious 
about the respiratory depression caused by the drug. 
Drugs are of questionable value in this condition. 
Digitalis is distinctly contraindicated, epinephrine for 
its constrictive action on the arterioles will be harm- 
ful. Caffeine may have some beneficial effect. The 
value of strychnine is doubtful. The authors stressed 
on the point that to be successful the treatment 
should be begun earlier when the falling blood pres- 
sure has fallen only to 90 rather than 60 or 70 m.m. 
of Hg. 


PREVENTION OF PARALYTIC ILEUS 


Cairney (New Zealand Medical Journal, Decem- 
ber, 1938, page 334) advises the avoidance of every 
form of unnecessary trauma as prophylaxis at opera- 
tion (laparotomy). For post-operative prevention he 
advocates for the first 48 hours, the use of morphine 
in gr. 1/6 to 1/4 doses for the relief of pain and rest- 
lessness but it should be given not more often than 
every 4 hours. On the 8rd morning the abdomen 
should be auscultated and if audible peristalsis exists 
an enema is ordered and if the result is satisfactory 
any suitable aperient may be given in just sufficient 
quantity to ensv~2 a daily evacuation. If there is 
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no audible peristalsis and if there is distension pros- 
tigmin and acetylcholine are administered followed 
by enema. In some cases this treatment suffices but 
in others prostigmin, acetylcholine are repeated and 
radiant heat applied to the abdomen. If on the 
third morning there is no audible peristalsis nor any 
distension the above treatment may be delayed for 
a few hours. In no case an aperient is administered 
until a satisfactory result is obtained from an enema. 


OBSTETRICS AND GYNAZCOLOGY 


EXXPERIMENTAL EXCLAMPSIA 


Dill and Erickson (Proceedings of the Society of 
Experimental Biology and Medicine, November, 1938, 
page 362. Ref. Ed. J. A. M. A., March 4, 1939, 
page 845) of the Duke University report that a typi- 
cal eclampsia-like syndrome is produced within 48 io 
120 hours in pregnant dogs as an effect of renal 
ischemia caused by the application of Goldbatt ad- 
justable clamps to the renal arteries. The dogs 
developed weakness, lassitude and convulsions and 
exhibited hypertension, hematuria, albuminuria and 
They soon developed coma and 
death occurred in from 5 to 10 days. In control non- 
pregnant dogs no symptoms occurred except hyper- 
tension which again was produced only when tlie 
arterial clamps. had been further tightened. Two 
of these dogs developing eclampsia syndrome aborted 
after which rapid improvement followed and com- 
plete recovery obtained except some arterial hyper- 
tension. Pregnant rabbits showed similar toxic 
symptoms but in graver form. The physiologic and 
pathologic processes in this experimental eclampsi1 
are identical with those of human eclampsia. It is 
apparent from the above observations that very slig|it 
interference with normal renal function is attended 
with fatal toxemia of pregnancy in laboratory animals. 


CLINICAL EXPERIENCE WITH A NEw SyNTHETIC 
OESTROGEN—'‘STILB@STROL’’ . 
(DiETHYL-STILBESTROL) 


Kellar and Sutherland (Journal of Obstetrics and 
Gynecology of the British Empire, February, 1939, 
page 1) report on the successful treatment with a new 
synthetic estrogen, diethyl-stilbestrol given by 
mouth in such conditiors as menopausal syndrome, 
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leukoplakia, senile vaginitis with kraurosis, secondary 
amenorrhea and inhibition of lactation. The results 
obtained in uterine inertia, therapeutic abortion and 
medical induction of labour are unsatisfactory. Toxic 
efiects produced when the drug is given intramuscu- 
larly are nil but when given by mouth nausea without 
vomiting is noted in some cases. The drug can re- 
place the natural cestrogen and is quite effective when 
given by mouth. The following dosages are recom- 
mended, viz., in simple menopausal symptoms 2 
mgms. by mouth daily to start with but occasionally 
$8 mgms daily may be necessary; in leukoplakia and 
vaginitis with kraurosis the treatment should be com- 
menced with 5 mgms daily for a week and then the 
dose may be reduced as necessary; in secondary 
amenorrhea a dose of 6 mgms by mouth daily is ade- 
quate but it must be controlled by endometrial 
biopsy. 


CarcinoMA Or THE Bopy Or Tue UTERUS 


Cosbie and Henderson (Journal of Obstetrics and 
Gynecology of British Empire, February, 1939, page 
82) give in the following lines the summary of their 
observations, viz., 


1. Biopsy material obtained by curettage is not 
satisfactory for the grading of carcinoma of the body 
of the uterus. 

2. The extent of the disease, the grade of malig- 
nancy of the tumor and the duration of the symptoms 
do not bear any relation to one another. 


8. The grade of malignancy of the tumor did 
not have any prognostic value in this series. 

4. The most important symptom of carcinoma 
of the body of the uterus is bleeding. 


5. The diagnosis of carcinoma of the body of 
the uterus is made by curettage. 

6. The treatment of the condition must be in- 
dividualized. Preoperative radiation, total hysterec- 
tomy and postoperative high voltage therapy for the 
operable and radium high voltage for the technically 
operable cases will give the best result. 


TREATMENT OF RETAINED PLACENTA 


More (British Medical Journal, March 11, 1939, 
page 506) writes that the injection into the umbilical 
vein of 500 c.c. of saline at body temperature caused 
the placenta to swell and separate when Crede’s 
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method will result in spontaneous expulsion of the 
placenta. The injection may be repeated, if necessary, 
and only when this fails that manual separation may 
be resorted to. 


PEDIATRICS 


ALVEOLAR AND BRONCHOPNEUMONIA IN CHILDREN 


McNeil ( Edinburgh Medical Journal, March, 
1939, page 153) presents an analysis of 1013 cases of 
alveolar and bronchopneumonia in children from one 
month to twelve years observed in the Royal Edin- 
burgh Hospital for Sick Children. Cases of pneu- 
monia under one month of age, cases of empyema, 
cases of bronchopneumonia of measles and whooping 
cough are purposely omitted in this series. 


The analysis shows the great preponderance of 
the disease in the first two years and the high mortali- 
ty rate of these cases (one-half of the total cases 
occur in the first period of 2 years and about 85 per 
cent. of the death). 

Alveolar pneumonia is an accurate description of 
the anatomical pathology of the so called lobar pneu- 
monia. It is unilateral and consists of inflammatory 
exudate filling the alveolar spaces and their corres- 
ponding small bronchioles but without involvement 
of the alveolar walls, the bronchial wall or the inter- 
stitial stoma of the lung. In bronchopneumonia the 
pneumonia is bronchial, alveolar and interstitial with 
collapse, eedema and emphysema. Bacteriology is 
also different—it is simple in alveolar pneumonia 
caused by pneumococcus whereas it is complex in 
bronchopneumonia caused by multiple infection of 
streptococcus, staphylococcus, influenza bacilli, etc. 

Death rate in alveolar pneumonia is 20 per cent. 
in the first year and 2-5 per cent. from the second to 
the eleventh year and for the whole period of 12 
years is 4:5 per cent. In bronchopneumonia it is 
60 per cent. in each of the first two years and in the 
subsequent period is 40 per cent. 


In this series of cases neither typed antipneumo- 
coccus serum nor the sulphanilamide group of drugs 
have been used. In 50 cases transpulmin has been 
used without any definite result. Details of usual 
treatment are as follows: 

(1) Diet—no milk for the first 36 to 48 hours but 
abundant fluid and after this period diluted sweetened 
milk is allowed and continued until the crisis. 


— 487 — 
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Differential diagnosis is given in the table :— 


Alveolar pneumonia 


Onset Sudden 


Symptoms and Fever—high: usually falls by crisis. 


signs 


Breathing—rapid. 


Physical sign—may be delayed at the beginning. 
X-Kay—negative with beginning but later on posi- 


tive with well defined margin. 
Resolution—usually rapid. 


(2) Drugs—an alkaline mixture is employed 
throughout and consists of vinum of ipecac two 
minims, spirit zetheris nitrosi five minims and liquor 
ammon acetas twenty minims given 3 or 4 hourly. 
In bronchopneumonia when the cough is harsh or 
there is bronchial spasm atropine sulphate in 1/400— 
1/200 gr. doses and temporary use of steam are 
effective. Cardiac tonics such as digitalis, camphor 
or strychnine are not used unless indicated. No 
expectorants are used. Brandy in one to two drachms 
doses are used as a routine. 

(3) Light poultices of medicated clay are useful 
but should be removed if no improvement of dyspnea 
occurs. 

(4) Continuous open air has produced definite 
clinical improvement and reduced the mortality. 


Anz@miA Or Toe New Born Anp Earty INFANcY 


Henderson ( Transactions of the Medico-Chirurgi- 
cal Society of Edinburgh, Sessions CX VIII, page 63 ) 
deals with the subject under the following heads :— 


Anemia of Prematurity—There are two distinct 
phases: (1) The first phase occupies the 3rd and 4th 
months. It is an hypochromie anzmia of obscure 
mechanism. There may be spontaneous improvement 
’ which may be striking. This phase cannot be prevent- 
ed but it can be slightly modified by instituting iron 
therapy. (2) The second phase starts at about the 
sixth month and persists throughout the period of 
milk diet and beyond. It is of hypochromic type and 
is due to’ iron deficiency and the probable causes of 
this deficiency are (a) a small total iron content at 
birth and (b) an unusually rapid rate of growth with 
a correspondingly accelerated increase in the blood 
volume. Iron therapy throughout the milk period is 
effective : 


Cough—slight or absent at the beginning. 


Bronchopneumonia 
More gradual 
Fever—high fever may be delayed; falls by crisis. 
Cough—frequent, harsh and paroxysmal from th« 
start. 
Breathing—dyspnoea and cyanosis more marked. 
Physical signs—present from the start. 
X-Ray—ill defined. 


Resolution—slow. 


(a) Hemorrhagic disease 
of the new born is common and the intramuscular 
injection of whole blood is effective. (b) Viscer:| 
hemorrhages may occur in the lungs, kidneys, supr:- 
renals and liver: rarely causes anemia except in thie 
cases of the liver. Hepatic hemorrhage is subcapsul:r 
bursts into the peritoneum. (c) 


Hemorrhagic Anemia: 


which sometimes 


Placental hemorrhage—fcetal hemorrhage sometimes 
occurs in placenta previa and may be severe. 


Anemia of Erythroblastosis—Extra medullary 
hemopoiesis is the characteristic pathological feature 
of erythroblastosis and under this heading are classed 
three clinical entities, viz., hydropsfetalis, icterus gri- 
vis and acute hemolytic anemia. (a) Hydrops feetalis 
—this is the gravest manifestation of the disease and 
usually causes intrauterine death and independent 
existence rarely exceeds a few hours. (b) Icteru: 
gravis—commonest type of the disease, jaundice may 
be present at birth or may appear on the first or 
second day of life. It is accompanied by severe 
congenital anemia. Causes of death are (1) toxemi 
from hepatic insufficiency, (2) medullary failure froin 
the effects of heavy deposits of bile pigment in the 
nuclei of the brain stem, so-called kernicterus and 
(3) intracranial hemorrhage. There is’ a_ stronz 
tendency for spontaneous recovery of the anemia i) 
icterus gravis. Regular and frequent examinations 0! 
the: blood, specially of the hemoglobin level an! 
reticulocyte should be made in preventing the danger 
of sudden exacerbation of hemolysis by prompt us. 
of blood transfusion. (¢) Anemia hemolytica—fami- 
lial tendency, no jaundice, anemia appears’ in th 
first or second week and increases as rapidly as i) 
icterus gravis. Jitiology is obscure. 


Other causes include infection, congenital iron 
deficiency and familial acholuric jaundice. 
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Iron therapy—for prophylactic use gr. 4 of ferrous 
sulphate twice daily after food and for curative use 
gr. 1} two or three times daily after food. 


Some OBSERVATIONS On OxsscurRE FEVER In INFANCY 
Anp CHILDHOOD 


Dattachaudhury (Indian Journal of Pediatrics, 
January, 1939, page 1) in reporting on the study of 
125 cases of obscure fever in infancy and childhood 
varying in age from 2 months to 10 years observes 
that some cases develop diagnostic clinical manifesta- 
tions during the course of the disease, some are 
diagnosed only with laboratory help but still some 
remain undiagnosed till the end. Of these 125 cases 
diagnosis was made in 115 cases and of the latter 75 
had urinary infection, 6 specific infections, 2 caries 
spine, 4 congenital syphilis, 4 with latent foci of 
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infections, 1 staphylococcal septicemia, 3 otitis media, 
9 malnutrition, 12 alimentary causes of which 2 had 
3 leukemia, 3 intestinal parasitism, 
and 2 empyema. In 10 cases no diagnosis could 
be made. Three clinical types were noted, viz., 
(1) with high temperature, (2) with low grade tem- 
perature and (8) occasionally high and occasionally 
low type of temperature with intervening afebrile 
period. The author stresses on the fact that 60 per 
cent. of the cases are due to urinary infection and 
hence the importance in the urine examination in a 
febrile case in infancy and childhood. Early diagnosis 
is essential as unnecessary starvation will tell upon 
the nutrition of the child as the latter stands starva- 
tion but poorly. Moreover the longer the treatment 
is delayed in the pyelitis cases, the is the 
prognosis. 


constipation, 


worse 


A PICTURE OF BENGAL VILLAGE PRACTICE 


TARAPADA CHAKRAVARTY, m.s. 
Rajbari, Faridpur 


It is generally remarked that members of medical 
profession have got sufficient field for practice in villages 
and mofussil towns of Bengal and young practitioners losing 
sight of the fact accumulate in clusters in Calcutta or other 
cities only to starve one another. There is hardly any 
truth in the allegation, that luxury, pleasures and other 
attachments peculiar to town life, allure a qualified practi- 
tioner fresh from an institution to settle in a city. There are 
certain real difficulties associated with practice in a village, 
that stand in the way of a practitioner. 


MEANS OF COMMUNICATION 


In most of the villages, communication from one part 
of the village to the other is very irksome. Communication 
is possible only in the dry season and the practitioner has 
got to depend on cycling alone if the existing roads permit 
it; otherwise he has got to attend his cases on foot, there 
being no other conveyance. During the rainy season and 
also when it is over, matters come to such a pass that roads 
very often become impassable and communication in various 
parts of the locality is not infrequently suspended, and the 
unfortunate practitioner has got to plod on through the 
rains over the muddy path, which, in places, remains under 
water. Constant cycling and walking are great hardships 
which tell upon the health of a practitioner vitally. It 
would be wrong to suppose that mofussil practitioners are 
a set of ease-loving people unwilling to undergo any hard- 
ships. One is surely ready to court such hardships, if, at all, 


it can bring on some improvement and prosperity in one’s 
life. 
SCALE OF FEES 


Though the scale of fee of registered practitioners has 
been lowered to an incredible extent, a good many villagers 
owing to their indigent circumstances cannot afford to pay 
a doctor. If in a certain locality there exists a charitable 
dispensary, managed by the District Board or Union Board, 
a registered practitioner experiences a good deal of difficulty 
in building up his practice there. Very often he has got to 
give up the idea of continuing his practice there. Even if 
he sticks to the place he earns a poor sum barely sufficient 
to make both ends meet. Of late, the mentality of the 
villagers has been so changed that even those who can 
afford to pay, very often seek medical aid from a charitable 
institution. Often a compounder attached to a charitable 
institution commands a better practice than the local quali- 
fied practitioners—as he gets the facility of supplying free 
medicine to his private patients. 


It may be said that graduates, in consideration of the 
poverty of the mass, should condescend to accept a lower 
fee and thus adapt themselves to the condition of the 
country. But the present scale of fee of an M. B. ina 
village is identical with what an L. M. F. used to accept 
a few years ago. The usual fee of an M. B. has come down 
to Rs. 2/- and that of an L. M. F. to Re. 1/-. To crown 
all, fees are not in some cases available daily. What can 
be more deplorable than - this? 
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A good number of villagers lack in the aptitude of 
calling in a qualified doctor. Generally he is called in too 
late, in a case which has been previously treated by a 
quack. The case has been made worse by mal-treatment or 
rendered totally hopeless. Still they pursue in their habit 
of calling in a quack, as they care more for their purse than 
for their lives. These quacks, though they apparently 
render a cheap treatment, in the long run cause a drain on 
the purse of the patient, as owing to their ignorance they 
prolong the disease and by taking advantage of the 
ignorance of the people, extract money on different items. 


In some cases the villagers place themselves under the 
treatment of some cunning villager who professes to cure a 
disease by invoking the aid of some supernatural being. 
Practitioners of this sort have often got a brisk practice. I 
have seen them treating boldly cases of eclampsia and 
tetanus. They ascribe the origin of these diseases to some 
evil spirit. 

In addition, the unusually high number and miserable 
condition of the practitioners act as an incentive to some 
cunning and influential villager who by holding out a hope 
of building up the practice, derives manifold undue advant- 
ages from a practitioner, with the result that it very often 
becomes difficult to maintain his professional prestige. No 
wonder, if malpractice prevails under such circumstances. 
Some persons go so far as to palpably show that they are 


doing some favour to a practitioner by engaging him in a 
case. 


CoMPETITIVE SYSTEMS 


It would be wrong to assess the number of practitioners 
in villages of Bengal by simply looking at the number in 
the annual Medical List. There is an overwhelming number 
of practitioners of different varieties, who have got no less 
hold and as such no less income than the qualified practi- 
tioners. An account of different varieties of practitioners 
are given below :— 

I. Allopaths: (1) Registered practitioners. (2) Un- 
registered practitioners who have passed from some medical 
institutions. (3) Passed or unpassed compounders, who 
have served under some practitioners and ultimately meta- 
morphosed into practitioners. 

Il. Homepaths: (1) Those who received training from 
some institutions. (z) Those who served in some dispensary 
and ultimately turned into practitioners. (3) Those who 
_ started practice by reading a Bengali book. 

III. Kavirajes: (1) Those coming out from some insti- 
tutions. (2) Those who took private training from a 
Kaviraj. (3) Dispenser of a Kaviraj ultimately transformed 
into a Kaviraj. 

IV. Hakims: 


V. Practitioners who practise Homeopathy, Allopathy 
and Kaviraji. They are jack of all trade. 


They are small in number. 


VI. A variety of practitioners who profess to cure a 
malady by invoking the aid of some supernatural being 
(Ojha). 

Thus a host of practitioners infest small mofussil towns 
and remote villages of Bengal. All the practitioners are 
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held to be equal in the estimation of most of the villagers 
who do not seem to make any distinction. In consequence, 
their earnings are not in any way less than those of th 
qualified practitioners of the locality. Only a small minority 
care to take medical aid from a qualified hand. 


The failure of a qualified practitioner is to be attributed 
not to a want of capacity and application on his part, but 
to the unhealthy nature of the competition he has got to 
enter into, with the quacks of the locality. The quacks 
have often got a good hold upon most of the villagers, and 
they come forward with curious explanation of a _ certain 
disease which is accepted as a _ gospel truth, wherea 
instructions from a qualified practitioner fall flat upon 
their ears. It can be argued that qualified practitioners 
have got to create their own field by gradually educating 
the people to take medical aid from them, in preference to 
the quacks. But who would like to fritter away his time 
and energy in this absurd pursuit? 


A mofussil practitioner, who has got some practice is 
made to earn his bread by the sweat of his brow. There are 
no proper roads, no means of conveyance and the doctor 
has got to ply to his patients in far distant places. Still, 
for want of conveyance, majority of those living in remote 
villages find it utterly impracticable to take medical ‘aid in 
case of serious diseases and the poor folks are left helpless 
to reconcile to their lot. At the cost of health and bodil 
comfort, a mofussil practitioner makes an inadequate incom: 
and with advance in age as he is physically incapacitated for 
these hardships, no other course is left to him but to sus 
pend his practice prematurely. In spite of hard labour, 
unfortunately the majority of practitioners have got meagr: 
earnings barely sufficient for their subsistence. To them such 
high sounding terms as self improvement, enrichment of 
science, national welfare, convey no meaning. Disappoint 
ment eats into their very soul and they grow indifferent and 
pessimistic. 


FALiLacy OF STATISTICS 


One of the most prominent members of the professio: 
has shown that there are 7,600 practitioners in Bengal out 
side Calcutta. With all my respect to his personality, |! 
beg to submit, the number recorded is in fact a fraction of 
the actually existing allopath practitioners, and as such, the 
ratio of mofussil practitioners to the population of Bengal, 
i.é€., I: 66000 as shown by him will not hold good. Besides 
the allopaths, there are Homeopaths, Kavirajes and othe 
practitioners of different classes. Respective numerical 
strength of each group of practitioners is decidedly mucl 
higher than that of the qualified practitioners. It has been 
noted before, that practitioners other than those registered 
command no less control over the field than their qualified 
colleagues. 


A special feature of mofussil practice is that, at the 
outset a practitioner promises to have apparently made a 
fairly good income, but in the long run, it falls into a miser- 
able extent. I know of a few graduates, practising in 
villages, who at the commencement of their practice had a 
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fairly good earning, but later on they became scarcely able 
to make both ends meet and as such they left the place for 
some towns. 

The condition of villages of Bengal is very precarious. 
There are only a few good conditioned villages in each 
district, wherein a good number of medical graduates have 
already settled to start their practice. Some of them are 
doing fairly well but the condition of others is extremely 
disappointing in spite of the fact that they have consider- 
ably lowered their fees. In many villages there is no provi- 
sion even for the licentiates, the villages being preoccupied 
by practitioners both qualified and unqualified. I know of 
several instances, where a few licentiates have been com- 
pelled to leave their native villages, some of them settled 
in some towns outside Bengal. In vain, did they struggle 
for several years in their native villages to build up their 
practice. 


In a village practice, a graduate is scarcely called in 
directly to attend a case. People think it unnecessary. He 
is only occasionally called in as a consultant for one or two 
days during the course of a serious disease. Consequently a 
smaller part of the income falls to his lot. 

Most of the licentiates have settled in villages. Being 
conversant with the recent methods of treatment they are 
quite competent to cope with the prevalent diseases. Cases 
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are managed elegantly, proper and necessary instructions 
being given in due time for the cases that require reference 
or hospitalization. A licentiate accepting as he does a fee 
somewhat lower than that of a graduate gets a_ better 
scope to build up his practice in villages. 

In these days a graduate has got absolutely no chance 
of getting any service. The condition of the licentiates is 
also the same. Some of them, however, are being provided 
in District Boards, Tea Estates and in some rural dispen- 
saries; but their number is very negligible in comparison 
with the overwhelming number that are pouring in every 
year from different medical schools. 


The problem that awaits solution is how to maintain 
professional prestige and dignity and how to avert the im- 
pending poverty and misfortune on the profession. If 
towns are overcrowded, villages are overfull with practitioners, 
where should these unwelcome guests stand? Legislation 
may do much in mitigating the suffering by putting a stop 
to quackery. 

It is now high time to think about the considerable 
restriction of admission in the two medical and 
abolition of some of the medical schools in Bengal. Under 
the circumstances depicted above, how some very distinguished 
members of the profession dream of converting medical 
schools into colleges, I wonder! 


colleges 


NO DOCTOR'S BILLS 


A scheme to provide medical relief to people 
in the way of consultation at the surgery or atten- 
dance at their own homes has been sponsored by 
a band of medical practitioners in Delhi and named 
the Delhi Public Medical Service. 

It will be apparent from the details given below 
that the public by enrolling as members of the 
Service can get medical aid at a very low cost. 

The following propaganda literature issued by the 
Delhi Public Medical Service wil] be sufficiently illu- 
minuating to the readers. —Ep., J. I. M. A. 

In these days of instalment payments there is no need 
for doctor’s bills because you can pay even for illness in this 
way. You can join the Delhi Public Medical Service. 

Then medical advice on matters of health and attendance 
in case of sickness will be available to you. Remember early 
medical attention can often prevent a long and painful illness. 

Think of the feeling of security this will give you. The 
doctor of your own choice will be always available without 
further expense. You can have consultations at the surgery, 
or attendance at your own home, if necessary. You will be 
independent; there will be no need to seek at Hospitals 
medical aid which can be more suitably provided by your 
family doctor; you will save time hitherto wasted in waiting 
in the Out-patients’ Departments of Hospitals. 


Do not wait when you are ill and money is shcrt—insure 
now and benefit then. Consider the great advantage you 
receive by not having a large bill from a doctor after weeks 
of heavy expense due to illness. 

Join now, and sign on with your own doctor. You may 
obtain any further particulars, either from your own doctor 
or from the Secretary, Delhi Public Medical Service, Delhi 
Medical Association House, Daryaganj. 


ASK YOUR OWN DOCTOR 
What is the P. M. S. P.? 


The Delhi Public Medical Service enables you to attend 
your own doctor, but instead of having a bill to pay after an 
illness, you make small, regular instalment payments. In 
return for these your doctor provides you with medical 
advice without further charge. 

Does it cover visits as well as consultations? 

Yes. Your own doctor visits you or sees you at the 
surgery just as before. Of course, the service does not include 
attendance at a confinement, operations or anzsthetics; such 
services are always charged extra to any patient. 

How often can one consult the doctor? 

As often as necessary. The advantage of being in the 


Service is that you can go and see your doctor whether you 
want advice on health or treatment in illness. 


— 41 — 
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What does it cost to join the P. M. S. P.? 


The weekly subscription rates are as follows:— 


Number in family. 
I 2 3 4 Or more. 


-/4/- or -/6/- -/8/- -/11/- 1/1 


All individual subscribers over the age of 50 joining the 
Service on and after the 1st pay 6 As. per week. 
In any family containing two or more persons eligible for 
membership, where only one joins, or remains in the service, 
a minimum subscription of 6 As. per week is payable. 

Where only one member of a family is eligible for 
membership the doctor reserves the right to charge 6 As. a 
week instead of 4 As. if the risk of sickness seems likely to 
be above the average. 

The entrance fee is payable only on first joining the 
P. M. S., Re. 1/- for one or more persons in a family. 


Subscription 


How are the fees paid? 

A collector calls at your house once a week, once a fort- 
night or once a month, according to what you arrange with 
him—and enters your payments on your subscription book. 
This contains the names of your family, and must be pro- 
duced every time you consult your own doctor. 


Who are eligible? 


Families of persons insured under the N. A. I. Acts, and 
others whose average family income does not exceed 
per week. eee 


How does one join the P. M. S. P.? 

Fill in the form of application, sign it and hand it to 
your doctor. 

For further information ask your own doctor. 


Circular issued to individual members of the 
profession by the Secretary, Delhi Public Medical 
Service. 


PUBLIC MEDICAL SERVICE FOR DELHI. 


Delhi Medical Association, 
Daryaganj, Delhi. 

Dear Sir oR Mapam, 
In answer to your enquiry, I have pleasure in sending 
you particulars of the Delhi Public Medical Service, what it 
is and does may perhaps be best explained by saying how it 

works in practice. 

As a Member, you would find that a number of your 
patients are eligible to become subscribers—that is to say, 
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their family income falls within the a week limit, and 
they have difficulty in paying bills. You should give them 
an Entrance Form which briefly explains the benefits of th: 
Service. If they wish to join they will fill up the Form and 
return it to you, and you then send it to me. After that, 
you treat them approximately per patient per year, 
but the amount, of course, depends on them keeping up their 
subscriptions regularly. Your account will be paid by 
cheque, half-yearly. 


The advantages of such a Service are obvious first 0! 
all, you have no bad debts; you are helping to establish 
figure of remuneration which will be very useful in any future 
negotiations regarding the Panel Capitation rate. You are 
consolidating your position as a family doctor. Should you 
at any time wish to sell your practice you will find that your 
P. M. S. list, if at all a good one, is a good asset. 


The leaflets issued by the D. P. M. S. enable you to giv 
advice on Infant Welfare to your own patients, who would 
then no longer find it necessary to go to the Local Clinics. 
We regard this as a most useful way of showing the advant- 
ages of having a family doctor. 


Then, with regard to the Hospital Out-patient Depart- 
ments, which are regarded by many general practitioners as 
dangerous and unfair rivals, when they accept, as many o/ 
them do, cases which can quite well be treated by a general 
practitioner. You should explain to your subscribers that if 
they need to go to hospital you will send them there, and 
see that they get the attention of the consultant you select 
by means of our leaflet. 


I also enclosure a copy of our Rules and Constitution, 
together with a Membership Application Form. If you 
decide to become an Acting Member, as I hope you will, you 
should complete the Form, and return it to me with a remit- 
tance for Rs. 10/6 Entrance Fee as laid down in Rule 3. 


I feel sure that if you will take the trouble to interes! 
those of your patients who are proper subjects for a Servic: 
of this kind, you will find it pay voth you and them. We 
have many Members who are doing well out of the Service, 
having converted a considerable part of their practices from 
a miscellaneous collection of casual patients into a block o! 
regular subscribers whose total payments far exceed wha! 
would have been received from them as individuals. 


I shall be glad to answer any enquiries, and if desired 


to put you in touch with practitioners who have proved the 


value of the Service both to their patients and to themselves 


Yours truly, 


Secretary. 
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ASSOCIATION NOTES 


Minutes or proceedings of Branches and Affiliated Societies intended 
for publication should be sent to the General Secretary of the 
I. M. A., Samavaya Mansions, Calcutta.—Eptiror. 


CENTRAL COUNCIL 


Proceedings of the XLIX Meeting of the Central 
Council held at Delhi Medical Association Hall, Delhi, 
on the 5th April, 1939, at 10-30 a.m. 

Members present:—Dr. Bhupal Singh (Meerut), 
Dr. A. K. Sen (Calcutta), Capt. H. N. Shivapuri 
(Jhansi), Capt. Mool Singh Bazaz (Delhi), Capt. P. 
B. Mukerji (Calcutta), Capt. R. N. Bose (Meerut), 
Dr. G. Da’Silva (Jubbulpore), Dr. Jivraj Mehta 
(Bombay), Dr. 8. C. Sen (Delhi), Dr. K. P. Bagchi 
(Agra), Dr. K. 8. Ray (Calcutta) and Dr. B. N. 
Prasad (Patna). 

Dr. G. Da’Silva, the President, took the chair. 


1. Confirmation of the Proceedings of the last 
meeting. 

Resolved that the proceedings of the last meeting 
be confirmed. 

2. Accounts for the quarter ending 3lst Decem- 
ber, 1938. 

Resolved that the audited accounts as circulated 
be adopted. 

3. Consideration of the steps to be 
realise dues from the defaulting branches. 


taken to 


The General Secretary placed before the House 
a statement of accounts showing contributions out- 
standing against the defaulting branches. He also 
read letters from the U. P. Provincial Branch, Bengal 
Provincial Branch, Calcutta Branch, Sialkot Branch, 
Peshawar Branch, Lyallpur Branch, Bhagalpur 
Branch and from Major Naidu regarding Hyderabad 
(Deccan) branch. The General Secretary also read a 
letter dated 17-2-39 from the Bengal Provincial 
Branch requesting the compounding of the arrears of 
the Dacca Branch for the year 1937-38. 

Resolved that the contributions of the following 
branches for the year 1937-38 be written off :— 
21/- 
6/- 


Amraoti 
Godhra 


Dacca = 

Hyderabad (Deccan) 

Calcutta (on account of 
resignation) ... 

Resolved further that Hyderabad, 
Bhagalpur branches be requested to revive their acti- 
vities from the current year and in default, the indivi- 
dual members of the respective branches be approach- 
ed to ascertain whether they are willing (a) to remain 
as direct members of the Association on payment of 
the annual subscription of Rs. 12/- or (b) to subscribe 
to the Journal of the Association @ Rs. 6/- per year. 

The letter dated 31-3-39 from the Hony. Secre- 
tary, Bengal Provincial Branch, enclosing the follow- 
ing resolution of the said branch was considered : 


“Resolved that the required quota for the 
Calcutta Branch to the Central Fund for the year 
1937-38 be forwarded to the Central Office less 
Rs. 210/- (the amount due to the Calcutta Branch 
from the members who have left that branch with- 
out clearing their dues and have joined the newly 
formed branches in Calcutta)’’ and ete. 


Resolved that the Central 
acknowledging receipt of the cheque sent by the 
Bengal Provincial Branch, cannot approve of any 
deduction being made from the amount due to the 
Central Fund on account of arrears of subscription 
from the members of a local branch. The Central 
Council feels that it is the clear duty of the local 
branch concerned to collect all its dues and other 
arrears of subscription of its members. It therefore 
regrets that the Bengal Provincial Branch should 
have deducted Rs. 210/- from the quota of the Centre 
and requests it to pay up the said amount as early as 
possible. 

The Central Council also draws the attention of 
the Hony. Secretaries of the new branches in Calcutta, 
some of whose members have not paid up their dues 
to the Calcutta Branch to which they formerly be- 
longed, to Rules 10 and 13 on the liability of the 


45/- 
138/- 


34/- 


Dacca and 


Council, while 
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members to pay up all dues to the branch from which 
transfer is obtained and requests them to see that 
these dues are realised and paid as soon as possible. 


Further resolved that in view of very few 
branches having paid their current contributions in 
advance as enjoined in Rule 13 B(b), the operation of 
that rule be postponed. 


4. Budget Estimate for the year 1938-39. 


Resolved that the Budget Estimate for the year 
1938-39 as circulated on 30-11-38 be sanctioned with 
the following modifications :— 

The item of expenditure under the head of ‘Postage’ 
be Rs. 1000/- 
‘Propaganda’ 
be Rs. 600/- 
‘Audit Fee’ 
be Rs. 100/- 
‘Furniture’ 
be Rs. 250/- 


in connection with the item of expenditure on 
furniture, it was resolved to levy a sum of Re. 1/- 
per day from members who might utilise the furnish- 
ed room of the Association during their stay in 
Calcutta. 

Further resolved that the Reserve Fund of the 
Association be invested in 34% G. P. Notes and the 
amount now in Fixed Deposit be also similarly in- 
vested as soon as it matures and that these G. P. 
Notes be purchased in the name of the Association 
to be operated upon jointly by the Hony. General 
Secretary and the Hony. Treasurer of the Associa- 
tion. 

5. Consideration of Resolutions passed at the Meerut 
Conference. 

The General Secretary reported that copies of 
the resolutions were sent to the authorities concern- 
ed and to different branches for necessary action. He 
also placed before the House the replies received. 
The Hony. Secretary, U. P. Provincial Branch, also 
detailed the action taken by his branch to implement 
some of the resolutions. 


Resolved that the action taken by the Hony. 
General Secretary be approved. 


9 ” 


6. Formation of New Branches. 


Read letters from the Secretary, Nellore Medical 
Association, and from Dr. K. N. Misra, Cuttuck and 
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Dr. V. Govindan Nair, Vizagapatam, intimating that 
the branches of the Indian Medical Association have 
been formed in their respective places. 


The General Secretary also placed a letter date: 
9-2-39 from the Hony. Secretary, Peshawar Branch, 
intimating that the Peshawar Branch wanted to be 
a direct branch of the Association instead of continu- 
ing as at present through the Punjab Provincial 
Branch; a letter dated 28-3-39 from the Jt. Hony. 
Secretary, Ahmedabad Medical Society, seeking 
permission to be a direct branch of the Association, 
was also read and considered. 


Resolved that the formation of branches ait 
Nellore, Cuttuck and Vizagapatam be approved and 
that necessary permission be granted to the Peshawar 
Branch and the Ahmedabad Medical Society to be 
direct branches of the Association. 

Application from the Basti Medical Association 
not having been received, consideration of the matter 
was postponed pending further information from the 
Hony. Provincial Secretary, U. P. Provincial Branch. 


7. Amendment of Rules. 

The General Secretary placed before the House 
suggestions for change of rules received from different 
branches. 

The letter dated 18-2-39 from Dr. P. C. Roy 
suggesting the formation of a Sub-Committee for the 
amendment of Rules was considered. 


Resolved that the consideration of the question 
be postponed till the 31st October, if necessary, the 
meeting be continued till the 1st November, 1939. 


8. Sanction of money for propaganda. 


Read a letter dated 17-1-39 from the Secretary, 
Bombay Branch, forwarding a resolution of the 
branch for sanction of Rs. 250/- for propaganda work. 


Read a letter dated 20-1-89 from the Secretary, 
Punjab Provincial Branch, forwarding a resolution of 
the branch for sanction of Rs. 250/- for organising 
branches of the Indian Medical Association in the 
Punjab and the N. W. F. Province. 


Dr. B. N. Prasad from Patna pleaded for finan- 
cial help to the Patna Branch for the purpose of 
organising branches in Bihar and narrated the 
difficulties of his branch in organising a Provincial 
Branch for want of adequate resources. 
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Resolved that Rs. 200/- be sanctioned for each 
of the Provinces of Bihar, Punjab and Bombay 
(partly for Gujrat and partly for Maharastra). 


9. Election of two members of the Bombay 
Branch under Rule 7. 


Read a letter dated 17-1-39 from the Secretary, 
Bombay Branch, intimating that Dr. V. G. Gupte, 
M.D. (Univ. of Minnesota) and Dr. T. R. Naravana, 
B.A., A.V. (T. U.), um. (Rot.), z.a.s. (Vienna), who 
do not possess registrable qualification in India, might 
be elected as members of the Indian Medical Associa- 
tion under Rule 7. 


Resolved that the Bombay Branch be requested 
to furnish a detailed account of the academical 
careers of these gentlemen, to indicate what exactly 
these degrees stand for and to intimate if these 
gentlemen are personally known to any member of 
the branch. 


10. Miscellaneous. 


(a) The General Secretary placed a letter dated 
20-2-39 from Mahamahopadhyaya Kaviraj] Gananath 
Sen Saraswati, enclosing a letter from the Traffic 
Manager, E. B. Rly., refusing to provide an Invalid 
Saloon on the ground that a certificate from a Civil 
Surgeon or a Commissioned Medical Officer was not 
given as enjoined in Rule 101 on page 272 of E. B. Ry. 
Time Table; the certificate from a registered medical 
practitioner was not accepted. 

Resolved that a case be put up on behalf of the 
Registered Medical Practitioners before the Secretary, 
Communications and the Secretary, Railway Board, 
Delhi. 

(by Read a letter from the Registrar, Bengal 
Council of Medical Registration, soliciting the views 
of the Association on the addition of the source of 
qualification after the abbreviation denoting such 
qualification. 

Resolved that the Registrar, be informed that 
it is desirable to indicate the source of qualifications. 

(c) Read a letter dated 15-2-39 from the Secre- 
tary, Jalgaon District Branch , proposing to rename 
their branch as ‘‘Khandesh District Branch, I. M. A., 
Jalgaon’’. 

Resolved that the proposal be approved. 

(d) Read a letter from the Punjab Provincial 
Branch soliciting the opinion of the Association on 
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the various points raised in the Questionnaire on indi- 
genous System of Medicine issued by the Punjab 


Government. 


Resolved that the questionnaire be published in 
branches to submit their 


opinion by the end of July at the latest. 

(e) Read a letter from the Secretary, Delhi Medi- 
cal Association, forwarding a resolution 
ciation on the influx of foreign doctors. 


the Journal inviting the 


of his Asso- 


Resolved that a note on the point 
in the editorial columns of the Journal. 


be published 


(f) Dr. G. V. Deshmukh’s arrears of subscription 
to the Bombay Branch. 


Resolved that the President be requested to see 
Dr. Deshmukh with a view to final settlement and 
report the matter to the Central Council. 

(g) Medical fees for Examination of Life In- 
surance Cases. 

The letter 
Indian Life 
considered. 


President, 


Association, 


dated 23-3-39 from the 
Assurance Offices’ was 

Resolved that in the opinion of the Central 
Council, the scale of fees offered therein is not accept- 
able. 


in favour of a uniform scale of Rs. 16/- and none who 


Although there were many members who were 


were prepared to go below Rs. 8/- as the minimum 
fee for small amounts, to meet the wishes of the Pre- 
sident of the Life Assurance Offices’ Association, the 
following modified scale was accepted as a sort of 
compromise—a few dissenting :— 


Rs. 6/- for examination of cases up to Rs. 1,000/- 

Rs. 8/- ,, = » 4, Over Rs. 1,000/- to 
Rs. 2,999/- 

,, from Rs. 3,000 to 
Rs. 4,999/- 

,», from Rs. 5,000/- to 
Rs. 9,999/- 

», from Rs. 10,000/- and 

upwards. 


Rs. 12/- 
s.16/- ,, 


a « ” 


Further resolved that the Sub-Committee 
viously appointed to carry on negotiations with the 
Life Assurance Offices’ Association be authorised to 
continue to do so. 


(h) Consideration of the Draft National Health 
Insurance Bill of Dr. A, Viswanathan, 


pre- 
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The Sub-Committee appointed at Meerut met to 
consider the Bill and the various suggestions received 
from the members were also discussed. The Com- 
mittee also examined the scheme of Public Medical 
Service offered by Dr. S. C. Sen of Delhi, and con- 
sidered Dr. Viswanathan’s further communication on 
the matter pointing out that (a) the capitation fee 
and the contributions of the employers and the 
employees are not based on actuarial figures; and 
that (b) we have no correct figures regarding (i) the 
actual industrial population, (ii) the average income 
of the labourers, (iii) the exact financial position of 
the employers, (iv) the possible contribution from 
the provincial governments and (v) the present medi- 
cal amenities to the labourers. 


Resolved that in view of the financial implica- 
tions of the scheme and the absence of statistical 
materials, and, as certain governments are looking 
into the matter, the time is not yet opportune for 
this Association to take up this question; but in the 
meanwhile, as Dr. Sen’s scheme appears to be feasi- 
ble, the Committee is of opinion that it should be 
circulated and the local branches be requested to put 
themselves in touch with the Secretary, British Medi- 
cal Association, Tavistock Square, London W. C. 1, 
to obtain further information on this point and to 
give trial wherever possible to Dr. Sen’s scheme with 
modifications suitable to local requirements. 

G. Da’Sitva, 
President, 
Indian Medical Association. 


BAGERHAT BRANCH 


A meeting of the Bagerhat Branch of the Indian 
Medical Association was held on 5th April with Dr. 
J. N. Banerji in the chair. 

The following members attended the meeting :— 
Drs. J. N. Banerji, m.z., A.C. Nag, m.B., D. Sett, 
M.B., B.M.S., B. K. Ray Chaudhury, u.m.r., M. 
Hossain, u.m.F., M. Basu and P. B. Ray, m.s. 

Dr. N. G. Biswas regretted his inability to attend 
the meeting owing to previous engagement. 

1. The following resolution was passed, all the 
members standing :— 

This meeting of the members of the Bagerhat 
Branch of the Indian Medical Association expresses 
its deep sense of sorrow and records its profound 
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grief at the sudden, premature and sad demise 
of Dr. Profulla Bhusan Bose, B.A., M.B., one of the 
prominent members of this Association and it is re- 
solved that a copy of the resolution be sent to tlic 
bereaved family, to the Secretary, Indian Medica! 
Association, Central Office, and to the Press. 


2. Dr. J. N. Banerji, m.p. and Dr. Pulin Behari 
Ray, M.B. were unanimously re-elected as President 
and Secretary respectively for this branch for the 
year 1939-40. 


The meeting ended with light refreshments. 


Puuin Benari Ray, 
Hony. Secretary. 


JHANSI MEDICAL ASSOCIATION 


The following resolutions were passed unani- 
mously at a meeting of this Association held on 
April 16, 1938:— 

This branch has learnt with great sorrow the 
sad death of our Provincial President Dr. Suraj Ma! 
Sarin on 8-4-39. It is a great loss to the U. P. 
Provincial branch of the I. M. A., which will be 
difficult to fill. We express our heart-felt sympathie: 
with his son and other members of his family. 


This branch has learnt with great regret the sad 
death of Lieut-Col. M. L. Bhargava, 1.M.s. at Poona 
on 22-3-39. He was one of the few Indians on the 
military side of the 1.m.s. who took great interest in 
the I. M. A. and had a very pro-national outlook. 
He was a noble soul and a great Sanskrit scholar 
and lots were expected from him after retirement from 
the service. This Association is very sad that his 
masterly work on the Original Home of the Aryans is 
left unpublished and expresses great and _heartfel! 
sympathy with Mrs. Bhargava and family in their 
sad bereavement. 

This Association greatly regrets the sad death of 
Dr. Saulat Khan, a senior practitioner of this place 
and expresses sympathy with members of his family. 

H. N. SHIVAPURI, M.B., B.S., 
Secretary. 


LUCKNOW BRANCH 


SECRETARY'S REPORT 


Mr. President, Ladies and Gentlemen, 
Before I take up the Annual Report of our Asso- 
ciation I think it my duty to express our deep sorrow 
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at the loss suffered by this Association due to the 
death of two of our old and prominent members, 
Prof. Acharya and Dr. A. C. Ghose, and I take this 
opportunity of offering our heartfelt condolence for this 
irreparable loss to their relations and friends. 


It is customary for the Secretary to place before 
you once a year the activities of the Lucknow Medi- 
cal Association. The Lucknow Medical Association, 
as you all know, has entered into the 8th year of its 
existence. The first two years were full of activities 
and enthusiasm on the part of most of the members, 
but I must admit that our activities have been show- 
ing signs of gradual decline, as will appear from the 
fact that of late though the meetings are called only 
once in two months, we find it difficult even to form 
a quorum. The number of members has dropped to 
43 from 51. This is indeed deplorable that we have 
not so far realised the importance and advantages of 
such an Association, particularly at a time when the 
prestige of registered practitioners is at stake. Other 
systems of medicine which had so far been deep into 
the background and ignored are marching forward at 
a rapid rate and have begun encroaching on our rights 
and privileges. They have formed strong bodies and 
are pushing their cause to the local Government, 
whereas as you all are aware inspite of all the hard- 
ships, heavy expenses we incur in acquiring our edu- 
cation for a big period we are being neglected. It is, 
therefore, high time that the early days of the Asso- 
ciation are recalled and we take a bold lead full of 
activity and energy. 


It is gratifying to note that the U. P. Provincial 
Branch through untiring zeal has succeeded in getting 


the Poisonous Drug Act modified. Another great 
achievement has been the recognition of our Provin- 
cial Branch of Indian Medical Association by the 
Hon’ble Minister in charge Medical and Public Health 
Portfolio, and her promise to consult this Provincial 
Association in all important matters concerning Medi- 
cal and Public Health Schemes. Ladies and gentle- 
men, I can assure you that we can see still better 
days ahead of us, if only we unite and fight for our 
legitimate rights through such bodies. I earnestly 
request you all to forget our differences, to forget 
our professional jealousies, as they are termed and 
let us meet on a common platform to solve our diffi- 
culties and work for the whole profession. There had 
been only half a dozen meetings since the last Annual 
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General meeting. There was one Clinical Lecture 
on Diabetes by Rai Bahadur Dr. S. M. Lal. The 
meetings were all very poorly represented. Anothx 
function worth mentioning was an “‘At Home”’ given 
by our Association to Professor Demel of Vienna 
University. The last Annual Conference of U. P. 
Provincial Medical Association took place at Agra. 
No member from our Association could attend the 
meeting as apparently some of them wanted to attend 
the All-India Medical Conference, which also 
held this year in U. P. at Meerut. The following 
members attended the Meerut Conference :— 


Dr. Vyas, Dr. Abdul Hameed, Dr. 8. N. Mathur, 
Dr. R. N. Kacker and myself. Some of the very 
important resolutions were discussed in this Annual 
Conference, which I hope you all have seen in the 
Journals of the Association. 


was 


Regarding the financial condition of our Asso- 
ciation the balance at our credit up to date stands 
at Rs. 224/2/5. 

The arrears of subscription stands at a huge 
figure of Rs. 295/- up to December, 1938. Arrears of 
Rs. 80/- could not be realised owing to some of the 
members having been transferred from this place. 

Next I come to a very important item which 
needs our careful attention. As you all know this 
Association has invited the Provincial Branch U. P. 
to hold its conference at Lucknow this year some- 
time in October. It is, therefore, incumbent on us 
to chalk out arrangements to make the conference a 
success in our historic city of Lucknow—the seat of 
the premier medical college and activites. 


I fervently hope that the Association will meet 
with co-operation of all of us on the occasion, as 
there is no denying the fact that the success of the 
ensuing Provincial Conference would only mean 
added prestige for this house. 

Before concluding I beg to thank the President 
for his unabated zeal and care of the Association. I 
must thank the joint Secretary also for his kind co- 
operation. 

Lastly, I thank the chair and the members pre- 
sent this evening for their kind co-operation. 

* * * 


The following office-bearers were elected for the 
year 1939 :— 


President—Dr. P. J. Kolapore. 
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Vice-Presidents—Dr. A. Siret and Dr. Gurmukh 
Singh. 

Secretary—Dr. 8. C. Sen. 

Joint Secretary—Dr. Hansraj. 

Treasurer—Dr. H. Hukku. 

Auditor—Dr. D. N. Seth. 

Executive Committee Members—Drs. S. P. 
Gupta, 5. 8. Bose, D. Sanyal, D. N. Seth, D. D. 
Panday, Abdul Hameed. 


Representative to the U. P. Provincial Branch— 
Drs. K. N. Basu and 8. L. Govil. 


Representative to the Central Council—Dr. 8. 


P. Gupta. 
Representative to the 
Board—Dr. P. J. Kolapore. 
The following office-bearers were elected for the 
ensuing U. P., Provincial Conference which is going 
to take place this year at Lucknow :— 
Reception Committee:—R. B. Dr. 


King George’s Hospital 


Chairman, 


B. N. Vyas. 


General Secretary—Dr. 8. C. Sen. 

Secretary, Scientific Section—Dr. S. P. Gupta. 

Secretary, Board and Lodging—Dr. A. N. Das. 

Working Committee—Drs. 8. 8. Bose, S. S. 
Misra, 8S. L. Govil, A. N. Das, D. Sanyal, D. N. 
Seth, B. B. Bhatia, H. Hukku, K. N. Basu and H. 
Sahai. 

Covener—Chairman 
mittee. 


of the Reception Com- 


S. C. Sen, 
Secretary. 


BENARES BRANCH 


The following members have been elected office- 
bearers, for the year 1938-39 at a general meeting 
held on the 29th October, 1938: 

President—Dr. Shobha 
p.p.H. (Lond.). 

Vice-Presidents—R. 8. Capt. A. P. Misir, 1.m.p. 
(Retd.) and Dr. B. Thungamma, F.R.C.S.E., M.L.A. 


Ram, B.A., M.B., 


Secretaries—Dr. M. A. Nomani, m.B.B.s. and 
Dr. Girish Sahai, M.3B.B.s. 
Members of _ the 
M.B.B.S., Capt. 8S. K. 
m.B. and Dr. A. K. Banerjee, B.sc., M.B., 

(Lond.). 


Council—Dr. Bholanath, 
Choudhuri, M.B.E., B.A. 
D.O.M.S. 
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Registrar Scientific Transactions—Dr. 


P. Roy, m.B. 


of the 


Librarian—Dr. Ram Kishore, M.B.B.s. 


Members of the Library Sub-Committee—Dr. 
K. P. Tewary, m.z.B.s., Dr. Ganga Singh, M.s.m.r., 
Dr. P. Anand, u.s.m.r., Dr. J. A. Ansari, L.S.M.F. and 
Capt. G. 8. K. Iyer, m.8., p.p.n. (Edin.). 


Central Council—Capt. 
M.B. and Dr. B. 


Representatives to the 
S K. Choudhuri, M.B.E. B.A., 
Thungamma, F.R.C.S.E., M.L.A. 
Representatives to the Provincial Council—Dr. 
Bholanath, m.B.B.s., R. 8. Capt. A. P. Misir, 1.m.p. 
(Retd.) and Capt. 8. K. Choudhuri, M.s.£., B.A., M.B. 


Auditor—Dr. K. P. Tiwari, M.B.B.s. 


C. P. & BERAR MEDICAL ASSOCIATION 


At the Annual General meeting of the C. P. & 
Berar Medical Association, Nagpur, held on Saturday, 
the 18th March, 1939, the following were elected 
office-bearers and members of the managing body for 
the year 1939: 

President—Dr. G. K. Hardas, u.M.s. 

Vice-President—Dr. N. G. Patwardhan, m.B.B.s., 
p.o. (Oxon). 

Secretaries—Dr. G. K. Gan, M.B. 
R. Tatwawadi, M.B. 


and Dr. M. 


Treasurer—Dr. §. A. Sharma, M.B., D.T.M. 


Members of the Managing Body—Col. Sir K. V. 
Kukday, ¢.1.£., 1.M.s., Retd.. Dr. N. G. Gadekar, 
M.B.B.S., D.M.R.E. (Lond.), Dr. N. R. Pande, M.B.B,5, 
and Dr. W. N. Hardas, m.B.B.s. 


G. K. Gan, 
Hony. Secretary. 


TINNEVELLY DISTRICT MEDICAL 
ASSOCIATION 


A special meeting of the Tinnevelly District 
Medical Association was held at the Sri Subrahmanya 
Karayalar Public Library, Palamcottah, on Saturday, 
the 25th of March, 1939, at 4-30 p.m. to mect 
Lieut-Col. T. 8. Shastry, 1.m.s., the President of the 
Association on the eve of his transfer to Kistna 
District. 


te ae 
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Members and guests were entertained to refresh- 
ments by Sri T. S. Srinivasa Rao, B.A., B.u., Zamindar 
of Pudur. After sweet music the function proper 
began. 


Dr. T. N. Govinda Iyer, m.B. & c.m., Vice-Presi- 
dent of the Association, expressed his deep apprecia- 
tion of the good and sympathetic work of the Asso- 
ciation under Coionel Shastry’s guidance in promot- 
ing comraderie and espirit de corps among the various 
grades of medical men in promoting their knowledge 
and in organising the meetings. 


Thereafter Sri Sadhu Ganapathi Pantulu, B.a., 
B.L., Advocate, expressed on behalf of the non- 
medical public his appreciation of the good work of 
the medical profession and thanked Colonel Shastry 
and the members of the Association for the courtesy 
in inviting to join the celebrations. 


Dr. R. V. Padmanabhan, m.B.B.s., on behalf of 
Honorary Medical Officers, Dr. N. Isaac, on behalf of 
the Independent Medical Practitioners and Dr. P. 
Suryanarayana Iyer, on behalf of the Rural Medical 
Practitioners made speeches appreciating Colonel 
Shastry’s work as the President of the Association 
and also as the District Medical Officer. 


Colonel Shastry replied to the above suitably. 


Thereafter an excellent dinner party brought the 
happy gathering to a close at 10-30 p.m. 


K. Rama Ayyar, M.B.B.s. (Andhra), 
Secretary and Treasurer. 


SOUTH ARCOT BRANCH 


The Annual General meeting was held on the 18th 
March, 1939, at the Local Municipal Hall under the 
presidentship of Dr. V. Srinivasa Kao, m.B. & C.M., 
District Medical Officer, South Arcot. The minutes 
of the previous meeting was read and adopted. 


The Secretary presented the statement of account 
and the annual report for the year 1938-39. The 
account was adopted. The annual report reads as 
follows : 


We have the pleasure in presenting to you the 
annual Report of our Association for the year 1938. 
We have had nine meetings out of which two were 
held in the Mofussil stations at Chidambaram and 
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Gingee. The Association offers its thanks to the doctors 
who were good enough to entertain the members at 
teas and dinners on various occasions. 


We had the proud privilege of having in our 
midst Dr. Tirumurti, Dr. Vasudeva Rao and Dr. 
Govinda Reddy and we are indeed very grateful to 
them for sparing us a portion of their valuable time 
in coming over here all the way from Madras to 
address our Association. A special feature in the 
year under review was that the Association unani- 
mously resolved to become a Branch of the Indian 
Medical Association and became one in April, 1938. 
We have on the roll only 47 members. It is a 
regrettable fact that there are still some medical men 
and women in this district who have not yet joined 
the Association and we once again appeal to them 
to do so at least now. 


In conclusion, we take this opportunity to thank 
our President Dr. V. Srinivasa Rao, for his uniform 
and keen interest taken in the welfare of the Associa- 
tion and for his able guidance. We also thank the 
members for their hearty co-operation. 


P. VAIDYANATHAN, 
S. CHANDRASEKHARAN, 
Secretaries. 


* * * 


The following members were elected for 1939-40: 


President—Dr. V. Srinivasa Rao, m.B. & C.M. 
Secretary—Dr. P. Vaidyanathan, .L.M.p. 
Joint Secretary and Treasurer—Dr. V. Krishna- 
murthi, L.M.P., L.0. 


Executive Committee—Drs. N. Vijayaraghavan, 
K. Rangaswami, John Perianathan, R. V. David and 
Mrs. Joseph. 


The next item in the agenda was the interesting 
discourse by Dr. R. V. Rajam, Venereal Specialist, 
Government General Hospital, Madras, on the Modern 
conception in the prevention and treatment of 
syphilis. 

After a group photo the members of the Associa- 
tion had their tea and dinner with some of the 


important elites of the town. 
P. VAIDYANATHAN, 


V. KRISHNAMURTHI, 
Secretaries. 
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MEDICAL NOTES AND NEWS 


STERILIZATION OF AIR IN THE 
OPERATING ROOM 


Modern atraumatic aseptic technic in the opera- 
ting room has almost eliminated infection of wounds 
in clean cases. However, the introduction of major 
surgical procedures involving exposure of large raw 
areas for a long time has again raised the problem 
of occasional infection. Recently Hart of the Duke 
University School of Medicine has reported studies 
during the past five years of efforts to eliminate the 
occasional sporadic operating room infection. After 
carefully checking all possible sources of infection, 
Hart concludes that the least controlled source of 
infection was air-borne bacteria. Most of the infec- 
tions were caused by staphylococcus aureus hemolyti- 
cus. The organisms entered the wound from the air 
rather than from the skin of the patient. The 
bacteriologic studies carried out by Hart and his co- 
workers, as well as the practical results obtained, 
seem to establish that air is an important source of 
contamination in every operative wound. They 
demonstrated further that sterilization of the air in 
the operating room can be accomplished by bacterici- 
dal irradiation. The method of bactericidal air irra- 
diation may prove to be an important addition to 
efforts for eliminating infections of wounds in clean 
primary incisions. (J. A. M. A). 


NUTRITIONAL SURVEY 


The Technical Commission of Nutrition of League 
of Nations emphasize in their report on the importance 
of diet in relation to health problems in the East. 
‘They think that health depends much more on pro- 
per nutrition in the East than in other parts of the 
world. To remedy the lack of interest in this matter, 
the conference urges that ‘‘National Nutrition Com- 
mittees should be established in each country and 
that they should include representatives of the public 
health, medical, educational, agricultural, animal, 
husbandry and fisheries departments. In addition, 
there should be a central research institute in each 
country, specialising in nutrition, and a similarly 
specialised technica] personnel whose functions would 


be to promote the practical application of modern 
nutritional science’. They expect that close colla- 
boration should be maintained between national and 
international organisations. 


The Commission specially recommended ten sub- 
jects for further study. They are as follows: (i) as- 
sessment of the nutritional state of children, (ii) nutri- 
tive food requirements during the first year of life, 
(iii) minimum vitamin and mineral requirements, 
(iv) nutritive and supplementary values of the differ- 
ent protein-containing foods, (v) determination of the 
extent and the forms of animal protein necessary 
for growth and health, (vi) relative nutritive valucs 
of different cereals according to the degree of milling, 
(vii) harmful effects of increasing consumption of 
sugar on health, (viii) influence of climate on food 
requirements, (ix) analysis of diet in common use 
which fall below the standards, and (x) optimum 
amount of milk required at different ages. 


These subjects were communicated to different 
societies and _ scientific institutions of different 
countries for their co-operation in solving these prob- 
lems. 


Regarding the assessment of the nutritional state 
of children, the Commission have recommended that 
after a general survey where large number of children 
should be assessed a more detailed scientific investi- 
gation on far fewer subjects to detect the first signs 
of malnutrition should be further undertaken. . After 
analysing the collecting data out of a survey of the 
nutritive food requirements during the first year of 
life they specially emphasized the need for continuing 
work on tests for pre-deficiency by the practical appli- 
cation of tests in as many instances as possible. In 
reviewing the data about minimum vitamin and 
mineral requirements, minimum fat requirements, tlie 
nutritive and supplementary values of the different 
protein-containing foods the Commission found tlie 
need to carry on studies of the factors influencing the 
utilisation of calcium and phosphorus, of the propor- 
tion of assimilable iron in various food-stuffs, of the 
quantities of iron necessary for adults of both sexes 
and of the assimilation of iron by children. 
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They also organised special enquiry into the 
hygienic problems involved in the production and 
distribution of milk and in the chapter on it they 
have endeavoured to show why milk is a food-stuff of 
such paramount importance especially during the 
period of growth and stressed the dangers of milk as 
a vehicle for bacterial infection and the necessity for 
pure milk supply. It was also pointed out how skim- 
med milk might be turned to account. (Science and 
Culture). 


PROTECTION AGAINST EYE ACCIDENTS 

‘“No one has yet produced an artificial eye 
which can see’. So begins a leaflet issued by the 
Chief Inspector of Factories of the Home Office. The 
statement is true; it places eye accidents among the 
most serious of non-fatal industrial accidents. It is 
known that about 10 per cent. of the blind in this 
country are blind because of industrial eye injuries, 
and it is calculated that the number of such eye acci- 
dents exceeds 100,000 yearly. The suffering and waste 
caused by these are incalculable. Accidents are 
caused by the entry into the eyes of dust, flying 
cbjects, splashes of molten metal and caustics, and 
exposure to intense glare as in welding. These acci- 
dents can be prevented. Protection by screens, 
masks, helmets, visors, or goggles can be adapted 
to almost every form of work. Fixed screens are 
particularly suitable, for they protect not only the 
worker but also his neighbour. Hand screens are 
needed for welding. Sometimes where two-handed 
work is required the screen is better fitted into a mask 
or helmet. Screens are usually less irksome to wear 
than goggles, because the ventilation is better. Gog- 
gles, if the right sort are chosen with safety glass and 
side-pieces, are invaluable. Celluloid is less likely 
than glass to become fogged; it is cheap and light, 
but is easily scratched. Attention is called 
in the leaflet to the need for regular examination 
and maintenance of protective appliances. Failure to 
do this is one of the reasons why some workmen dis- 
like them and risk their precious eyesight rather than 
use them. Works doctors in making an appeal to the 
men in their charge might well stress the responsibility 
of the individual workman not only for his own safety 
but also for the economic security of his wife and 
children. The latter appeal is often stronger than 
that of self-interest. (B. M. J.). 
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CULTIVATION OF PYRETHRUM 
IN INDIA 


The Pyrethrum cincerarioe- 
folium) plant is well-known for its valuable insecticide 
properties and especially for its use in anti-malarial 


measures. Dwellings may be sprayed with pyrethrum 


(chrysanthemum 


for destroying adult mosquitoes and oil-larvicides may 
be used as The 
thrum plant is mainly grown in China and Japan. It 
has also been successfully cultivated in Kenya. An 
altitude of 6500-9500 feet has been found to be suit- 
able for the purpose. Plants grown at lower altitudes 
give a smaller yield of flower heads thus resulting in 
uneconomic cultivation. In India, an _ elevation of 
5,000-6,000 ft. has been found to be suitable for its 
cultivation. The Punjab Government first tried the 
cultivation at Lyallpur and Murree in 1930. The 
plants did not flourish at Lyallpur but they succeed- 
ed very well at Muree. In Kashmere, it has been 
grown successfully near Bramulla at an altitude of 
5,000 ft. It has also been successfully grown at 
Parachinar in the Kurum Valley in the North West 
Frontier Province at an elevation of 5,000 ft. The 
Imperial Council of Agricultural Research has been 
investigating the possibilities of its cultivation in 
selected places. The seed at most places was sown 
in July and transplanted during September to 
December. The month of September has been found 
to be suitable for sowing in the hills in the United 
Provinces and during March to May at Murree. It 
has failed to germinate at Ranchi, Poona and Sind. 
It is to be hoped that the Imperial Council of Agri- 
cultural Research. as well as private workers, will 
further investigate the possibilities of cultivating 
pyrethrum in India. (Science and Culture). 


an anti-mosquito measure. pyre- 


LORD NUFFIELD’S OFFER OF IRON LUNG 
TO INDIAN HOSPITALS 


The following Press Note has been issued by the 
Director of Public Information, Bengal :— 

Lord Nuffield has generously made a free offer 
of his ‘‘Iron Lung’’ or Respirator for hospitals and 
institutions overseas including India. The Respira- 
tor is of value for many conditions of respiratory 
disorders. 

These respirators have to be maintained in per- 
fect working order and require skilful handling. 
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They are worked by electricity and are not recom- 
mended for use where electric supply is not avail- 
able. In cases of emergency they can be operated 
by hand but this will be found a laborious task. 


The respirators are delivered free at Cowley, 
Oxford. The transport and other incidental charges 
are to be borne by the recipient. The total weight 
of the apparatus is just under 4 cwt. and it takes up 
slightly more room than a single bed. The cost of 
transit will first be defrayed by the Government of 
Bengal on behalf of those hospitals or institutions, 
whose applications are entertained and these bodies 
will have to reimburse the Provincial Government for 
the full cost incurred. 


Lord Nuffield’s offer, while it extends to all 
legitimate needs, is not applicable to institutions 
managed by profit making concerns. 


Hospitals and other institutions including tlie 
Life Boat institutions and large first aid centres, 
which have the facilities to use the apparatus and 
which wish to take advantage of Lord Nuffield’s offer 
of ‘‘Iron Lung’”’ or Respirator should communicate 
their desire without delay to the Surgeon General 
with the Government of Bengal who will submit 
the application to Government with his recommenda- 
tions. 


In making application information on the follow- 
ing points must be furnished: 

(1) Name of Hospital or Institution requiring 
the ‘Lung’. 

(2) Whether it is fully equipped to use the 
‘Lung’. 

(3) Full details of electric circuit voltage, A.C. 
or D.C. and periodicity, if A.C. 

(4) Address to which the ‘Lung’ should be 
despatched. 


(5) Willingness and capacity to bear the cost on 
account of freight, packing and other incidental 
charges. 


CALCIUM REQUIREMENTS OF AGED PERSONS 


Calcium is now a recognised important essential 
element in human nutrition. The researches of Orr 
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in Great Britain, of McCarrison in India, of Sherman 
in U. 8. A., of Kung, Yeh and Lieu Lieu in China 
and of Rubner in Germany and Japan prove conclu- 
sively that large sections of the population of these 
countries would be more adequately nourished were 
they to take more calcium. In case of school child- 
ren it has been found that growth could be enhanced 
by giving them whole or separated milk. The bene- 
fits resulting therefrom, had been proved to be mainly 
due to the calcium and phosphorus contained therein. 
Calcium lactate had been found to improve the growth 
rate of Indian school children. During the last world 
war, ‘‘hunger osteomalacia’, a nutritional disease of 
the skeleton became very prevalent in Germany and 
Austria. This was clearly the result of a widespread 
lack of calcium and phosphorus. This disease which 
was more prevalent amongst elderly people was diag- 
nosed as osteoporosis. Meulengracht and Meyer after 
careful investigation proved that senile osteoporosis 
was the result of long standing calcium deficiency. 


In order to determine the effects of a long stand- 
ing deficiency of calcium it is first necessary to deter- 
mine the calcium requirement of older subjects. A 
decrease of requirements with age would of course 
offset, to some extent, the effects of low intake. It 
is also of importance to find out whether, after deple- 
tion of these elements, the older organisms will store 
additional Ca and P, in the same way as the young 
adult. 


E. C. Owen (Biochem. J., 33-22-1939), describes 
experiments which throw light on this point. The 
experiments were carried out with ten subjects mostly 
old or of middle ages. A preliminary period on a 
low calcium diet was followed by one on a higher in- 
take. The duplicate diets were analysed for total Ca 
and P in three day lots. Urine and feces were simi- 
larly analysed every three days. From these experi- 
ments it is found that Ca and P equilibrium may be 
attained with 520 mg. Ca and 12,00 mg. P per day. 
It is also proved that calcium requirement of older 
males are much the same as those of younger adults, 
so that the effect of long subjection to a diet low in 
calcium is not offset by increasing age. The older 
organism resembles the young adult in that it readily 
retains Ca P after depletion. (Science and Culture). 
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BOOK REVIEWS 


THE PRACTITIONERS’ LIBRARY OF MEDT- 
CINE AND SURGERY: Svuppiement-InpEx 
VotuME; Special size, pp. 1161. Published by 
D. Appleton Century Company, New York and 
London. 


The present volume is supplementary to the 
principal work consisting of several volumes and is 
divided into fifteen sections of seventy-eight chapters, 
covering eight hundred and eight pages of readable 
matter and the remaining portion devoted to in- 
dex. 


As the volumes of this series are well-known 
for thoroughness and high standard of excellence, the 
reader will not be disappointed. The present volume 
dealing with various ‘odds and ends’ may not appear 
to the casual reader to be so engrossing as the other 
volumes, yet, one should not lose sight of the fact 
that smali bits and chapters, not uncommonly dis- 
cordant, have to be compiled together in an attrac- 
tively cogent manner. 


For practice in India, though all the chapters 
are not of material use yet there are lot of useful 
up-to-date information which the modern scientific 
doctor cannot afford to miss. The more recent ideas 
about reticulo-endothelial system, hormones, blood 
chemistry, infectious diseases, diseases of the gastro- 
intestinal system, lung, heart and vascular system, 
therapeutics of some of the important drugs, and 
psychological aspects in children are some of the 
useful chapters and will be read by every one with 
great interest. 

There are few debatable points here and there, 
to name a few in the heading of gall bladder disease 
(page 865) it is recommended that two eggs in addi- 
tion will help in the evacuation of that viscus besides 
an appropriate intake of fat. To this one can hardly 
agree, notably when it is suggested that ‘‘such pro- 
phylaxis should be a part of antepartum care’’. Is 
not such cholesterol rich diet over and above the 
hypercholesterolemia in pregnancy likely to be too 
much for the metabolic power to cope with? 

In the chapter on metabolic craniopathy several 
different clinical conditions having separate aetiologi- 


cal basis but producing one end result seem to have 
been blended together. 
this, yet such jurabling appears not very judicious. 


Though the writer explains 


The get-up, binding, and printing are of the best 
type and the publishers deserve our best thanks for 


presenting us with a work of high standard. 


D. R. Duar 


MEDICAL TREATMENT IN GENERAL 
PRACTICE WITH RECENT ADVANCES. By 
Dr. D. R. Damar, M.B. pD.t.m. (Cal.), M.r.c.p. (Lond.) 
Published by Monica Dhar, 36, Chowringhee Road, 
Calcutta. March, 1939. Royal 8 vo; pp. 559: 
Price Rs. 10/8/-. 

It is only comparatively 
medical men have taken up writing 
books laying emphasis on Indian conditions and re- 
spite of many difficulties, it is 

that the number of successful 
We can hazard the 


recently that Indian 
medical text 


quirements. In 
gratifying to note 
writers is gradually increasing. 
prediction that the present writer displays sufficient 
promise to join their rank. 

A text-book devoted mainly to medical treat- 
ment, up-to-date, lucid yet concise and suitable for 
quick reference by a student or a busy general practi- 
tioner and of a moderate price is almost non-existent, 
Dr. Dhar therefore deserves our felicitation for com- 
ing forward to meet this long felt want and we have 
no hesitation in saying that he has successfully cover- 
ed all the above requirements. 


The book is divided into fourteen sections des- 
cribing all the common diseases of special interest to 
Indian practitioners. The author has frequently al- 
ternative methods of treatment but never has he for- 
gotten to put in boldly his own personal experiences. 
The latter would naturally make the subject more 
instructive and interesting. The get-up, printing and 
the general arrangement of the book are satisfactory. 


We have no doubt that the book will be wel- 
comed by those for whom it is intended. 


A. R. M. 
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THE CALCUTTA MUNICIPAL GAZETTE: 
** Tenth Health Number ’’. Edited by Amat Home, 
pp. 132, illustrated. Price 6 annas. 


We have received with pleasure a copy of the 
Tenth Health Number of the Calcutta Municipal 
Gazette. If public interest in matters of health and 
hygiene could be regarded as the true index of civic 
consciousness, it might well be said that the latter 
was clearly reflected in the increasing standard of 
excellence of this annual publication. This, in itself, 
is no small praise for Mr. Amal Home whose editorial 
resourcefulness is abundantly manifested in the pro- 
duction of a volume which combines the intellectual 
with the esthetic. 


Nations, like Napoleon’s soldiers, invariably 
march on their stomachs and in a distracted world 
nutrition may be regarded as a major and pressing 
problem. Colonel Chopra’s article on nutrition is 
aptly followed by another on ‘starveling’ children of 
Calcutta by Mr. C. F. Andrews. There are several 
important contributions on items of public health by 
Lieut-Colonel A. C. Chatterji, Lieut.-Colonel A. C. 
MacGilchrist, Major C. L. Pasricha and others. 


The health and happiness of a great city like 
Calcutta cannot be secured without its municipality 
paying careful attention to problems of social hygiene. 
Neither is it neglected in this volume. Lieut.-Colonel 
Berkeley Hill’s psychological discussion is to be 
commended, but the origin of the world’s oldest 
profession can hardly be regarded as a by-product of 
modern civilisation; it is probably as old as mankind 
itself. A lot may always be said on the preventive 
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aspects of venereal diseases, but it cannot be denied 
that there is a great deal of truth in the bon mot that 
civilisation leads to syphilisation. If after decades 
of active anti-venereal measures in the United 
States of America, the statistics can present no 
better figures than an incidence of 1 in 10, the man 
in the street may well say that one has only to 
acquire syphilis and the benevolent State will prompt- 
ly cure it! In fact free compulsory treatment of 
venereal diseases may be included in the category of 
free primary education, vaccination, State education 
of children, old age pensions, and unemployment dole ! 
Let not workers in this country repeat the mistake 
of western countries; for neither in psycho-analysis 
nor in a secular system of education will a permanent 
cure for syphilis and other venereal diseases be 
found. Indian conditions and traditions are not the 
same. We can do no better than quote a few illu- 
minating lines from the foreword, contributed by 
Dr. B. C. Roy. ‘‘ Civilisation makes life increasingly 
complex. This complexity becomes a tragedy if, as 
has happened in India, a mighty virile civilisation 
from the West meets the well-established ancient 
civilisation of the land.- The result of this impact is 
bound to be terrible.’ 


We have much pleasure in commending the 
Tenth Annual MHealth Number of the . Calcutta 
Municipal Gazette and hope that its worth and 
utility will be appreciated far beyond the limits of the 
city of Calcutta. The low price of six annas ought to 
ensure a wide circulation. 


P. N. R. 


OBITUARY 


DR. SURAJ MAL SARIN 


R. 8. Dr. Suraj Mal Sarin of the Dholpur State 
who was lately suffering from high blood pressure 
breathed his last on the 4th April, 1939. 


Dr. Sarin evinced a keen interest in the affairs 
of the Indian Medical Association and it was due to 
his interest and influence that the Dholpur Branch, 
the second branch of the Indian Medical Association 


in a State after Hyderabad, was started. Dr. Sarin 
presided over the V. U. P. Medical Conference held 
in October, 1988 at Agra and was the President 9 
the U. P. Provincial Branch for 1938-39. 

Dr. Sarin was the Chief Medical Officer of the 
Dholpur State and was well-known for his skill parti- 
cularly in the field of ophthalmic surgery. 

We extend 
family. 


our sympathy to the bereaved 


May his soul rest in peace! 
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